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Get the full story 
for your hospital NOW. 
Write for Brochure SC-303. 


VACAMATIC§ 


This Amsco-researched, new concept in Supply 
Sterilizers incorporates pre- and post-exposut 
vacuums to utilize a sterilizing temperatut 
of 275° F. This instantly-microbicidal most 
heat permits ultra-short exposure periods 
which vastly increase production and result 
in less deterioration of fabric and rubber 
items than is experienced with convention 
procedures. Because of its adv nced fet 
tures of automation, speed ad safety, 
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EIGHTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


the hospital as well as others of us concerned with 

infection control—learns more about the con- 
tinuing importance of the problem, we seem to be getting 
an increasing number of requests for specific instructions 
on not only “how to” but “how frequently” disinfectants 
should be applied. Fortunately, the simplicity of applyin 
Amphyl®, O-syl®, or Lysol® disinfectants, and Tergisyl 
detergent-disinfectant, makes it possible for us to furnish 
you with easy-to-follow instructions on any one of them. 
The frequency with which they need to be used in various 
applications, however, may vary widely depending upon 
the degree of environmental contamination to which the 
particular area is exposed. Many hospitals have done their 
own bacteriological testing and set up their own standards 
of frequency on various services. For general guidance, 
you may find the following suggestions helpful. 


M ORE and more each month as everyone —those in 


Writing on “Sanitation in Patient Care Areas”, Dr. Ruth 
B. Kundsin (Journal of the American Medical Women’s 
Association, January, 1960) emphasizes the dangers of 
bacterial fall-out from commonplace hospital activities 
and suggests two methods of attack: 1) to decrease fall-out 
by a careful re-evaluation of activities, and 2) to destroy 
bacteria deposited. Among the recommendations made to 
accomplish the latter is disinfection of floors by the wet 
pickup technic on the following schedule: “daily disinfec- 
tion — corridors, delivery room, dressing room, emergency 
ward, isolation rooms, nursery, pediatric ward, and utility 
rooms; weekly disinfection — medical ward and surgical 
ward; and terminal disinfection—auiopsy room, single 
room, maternity ward, and operating room.” 


Dr. H. Taylor Caswell and his co-workers at the 900-bed 
Temple University Medical Center reveal some interesting 
figures on both the incidence and control of staphylococcal 
infections as experienced over three years with 60,000 
admissions a year. (Surgery, Gynecology & Obstetrics, 
May, 1960) While infection in 10,000 clean surgical 
wounds each year decreased approximately 60%, there was 
an appreciable increase in hospital related medical infec- 
tions with phage type 80/81 identified in 71%. Concur- 
rently, the number of patients admitted for treatment of 
staphylococcal disease doubled -- emphasizing the hospital’s 
problem in care of this constant flow of heavily contami- 
nated patients into the hospital from the community. 


May we again mention that one of the best dramatiza- 
tions of how the staph-infected patient can contaminate the 
hospital is shown in the color motion picture, “Hospital 
Sepsis: A Communicable Disease”, sponsored jointly by 
the AHA, AMA, and ACS on an industry grant with tech- 
nical supervision by Dr. Carl W. Walter? When this film 
is shown in your hospital, be sure to see it. An essential 
measure recommended to control spread of staph through 
the environment is generous use of bactericidal cleaning 
methods. 


L & F’s Tergisyl® detergent-disinfectant fits the recom- 
mendations made by Dr. Walter when describing his floor- 
flooding technic at a Massachusetts Medical Society 
meeting —that a synthetic phenolic is the product of choice 
for operating room floor care. We have just revised our 24- 
page booklet on Tergisyl and would be glad to send you a 
copy, Or as many copies as you would like for teaching pur- 
poses. Included are suggestions for use of this combined 
cleaning and disinfecting agent in all areas of the hospital 
in the economical new 1:100 dilution. Tergisyl is also the 
detergent-disinfectant used at Huggins Hospital in Wolfe- 
boro, New Hampshire, under Dr. Ralph Adams’ instruc- 
tions, to achieve “near sterility” of operating room floors, 
walls, and furniture following his “zone concept” of bac- 
teriologic cleanliness. (SG&O, March, 1960) If you would 
like this new booklet, a reprint of Dr. Adams’ article, and 
Tergisyl samples, please write us. 


Are you concerned about adequate chemical disinfection 
of catheters? So much has been in the literature recently on 
the dangers of inadequate sterilization that we wouldn't be 
surprised if you were. To help you meet this problem, we 
have prepared an instruction card on O-syI® disinfectant 
specifically on this subject. The card is designed so that it 
may be posted for permanent instructions, or we will send 
you multiple copies for teaching purposes if you wish. Just 
let us know which you want. O-syl’s broad microbicidal 
activity against a wide variety of enteric organisms as well 
as Staphylococci, Pseudomonas, and TB bacilli recommends 
it for this use. 

Focusing their attention on gram-negative bacilli, Dr. 
Hans H. Zinsser and his co-workers from the Department 
of Urology at Columbia University College of Physicians 
and Surgeons report alarmingly high mortality from septi- 
cemias due to urinary infections as follows: E. coli 
bacteremias, 38% ; Aerobacter aerogenes, 60% ; and Pseu- 
domonas aeruginosa, 75%. While they were successful in 
reducing mortality from Aerobacter aerogenes septicemia 
in 1958 and 1959 60%, the incidence increased 300%, 
pointing up the great need for combatting the changing 
bacterial flora in the hospital with aseptic cleanliness. (The 
Journal of Urology, page 755, May, 1960) 


Some of you will be reading this letter before the Ameri- 
can Hospital Association meeting in San Francisco and 
some afterwards. Others may be seeing it before the Ameri- 
can Public Health Association meeting, which is also in 
San Francisco this Fall. If you are at either of these meet- 
ings, we hope you will stop and visit us at our exhibit booth. 
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Now—with 


ethanesulfonate Brand of piminodine ethanesulfonate 


relief of severe pain 


without drowsiness or hypnosis” 


GG 99 
new approach to “pure analgesia 


Alvodine, a new potent narcotic analgesic which approaches “pure” analgesia, is unique 
among agents of its class because it is as effective as morphine but does not produce 
drowsiness, hypnosis or euphoria in the great majority of patients.** 


Alvodine is safer than morphine. It is free of both the high incidence and the severity of 
side effects associated with morphine. Respiratory and circulatory depression are rare 
with customary dosages. Nausea and vomiting are uncommon and, unlike opiates, 
Alvodine does not cause constipation. 


In contrast to most other analgesics Alvodine is fully effective when administered orally. 
Injection may be given for quick action or when parenteral use is indicated. 


Alvodine tablets, 50 mg., scored. Average oral dose for adults— from 25 to 50 mg. every 
four to six hours as required. Alvodine ampuls, 1 cc., containing 20 mg. per cc. Average 
subcutaneous or intramuscular dose for adults—from 10 to 20 mg. every four hours as 
required. Narcotic Blank Required. 


*Alvodine, trademark. 
**In more than 90% of patients. 


HOSPITAL TOPICS 


: 

For further information see postcard opposite page 142. 


When Alvodine is particularly useful 
Because Alvodine generally relieves pain without causing a “drugged” condition, it is 
especially useful in those clinical situations in which it is desirable to have the patient 
alert and comfortable. 


Postoperative analgesia 


Alvodine relieves postoperative pain promptly, without any narcotizing effect. Because 
patients remain awake, early and frequent mobilization is possible, and the risk of 
pulmonary hypostasis and venous stagnation is decreased. 


Ambulatory patients 


Because Alvodine does not tend to interfere with mental acuity, it is particularly indi- 
cated for patients whose pain or disease does not necessitate bed rest. Alvodine is 
effective orally as well as parenterally for visceral pain and pain caused by cancer or 
disorders of the muscular, skeletal or neurologic structures. 


Severe pain from cancer 


When the patient with cancer begins to need strong analgesia, he can take Alvodine by 
mouth. It is as effective as morphine in relieving pain but produces neither drowsiness 
nor euphoria. It permits the patient with cancer to remain alert longer and to continue 
his day-to-day activities longer. 


LABORATORIES 


New York 18, N. Y. 


Write for Alvodine brochure containing detailed information on 
clinical experience, addiction liability, side effects and precautions. 


> 


WZ 


For further information see postcard opposite page 142 5 
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Many Uses for This Compact 
GOMCO Aspirating Pump 


4 


EQUIPMENT 


GOMCO No. 789 PORTABLE ASPIRATING PUMP 


Like all Gomco equipment, the 789 is quality-built for 
years of trouble-free service. It is easy to clean, very sim- 
ple to operate and requires a minimum of maintenance. 


The lightweight Gomco No. 789 Aspirating Pump is sav- 
ing valuable time and energy in thousands of hospitals 
and clinics from coast to coast. Weighing only 16 pounds, 
it is easily carried wherever the need arises. 


The many important uses of the 789 include general post- 
operative work, removal of mucous from throats of new- 
born and for polio cases. 


Accurate regulator valve and gauge provide precision con- 
trol of suction from 0” to 20” m 4 mercury. The exclusive, 
patented Gomco Safety Overflow Valve prevents pump 
damage by closing the suction system upon entry of mois 
ture into the valve. Rubber-tired mobile stands are avail- 
able if desired. 


Ask your Gomco dealer to show you the many advantages 
of the 789 Aspirating Pump. He will be glad to demon- 
strave this | any of the other Gomco units in which 
you may be interested. 


GOMCO SURGICAL MANUFACTURING CORP. 


For further information see postcard opposite page 142. 


828-H E. Ferry St., Buffalo 11, N. Y. 


Distributed Outside the U.S.A. and Canada by: 
INTERNATIONAL GENERAL ELECTRIC COMPANY 


150 East 42nd Street, New York 17, N. Y. 
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THIS MONTH IN 


@ Beginning with this issue, TOPICS is 


pleased to present a 3-part article by 
its first-prize winner in this year’s 
TOPICS’ editorial competition for hos- 
pital graduate students. We _ think 
you'll agree with our judges in finding 
Edward P. Robinson’s ‘Determining 
Nursing Staffing Patterns in an In- 
tensive Care Unit’’ to be a well- 
organized, technically competent ar- 
ticle of importance and current in- 
terest——a_ real contribution to the 
hospital literature. (P. 45.) 


@ Child visitors to the hospital — are 


they a menace to the staff or a morale 
boost to the patients? Major Leonard 
Berlow holds for the latter in his well- 
defended argument, ‘’“Why Not Allow 
Child Visitors?” on page 51. 


@ The patient-day unit is an important 


factor in dealing with third-party pay- 
ment agencies, charitable agencies, 
and contractual relationships between 
the hospitai and various county, mu- 
nicipal, or state agencies. Evelyn 
Bunting, R.R.L., presents a valuable 
and thorough coverage of determina- 
tion of patient-day unit, along with an 
interpretation of medical record and 
administrative statistics, in ‘‘How to 
Compute a Patient Day,” p. 42. 


@ Office routines — particularly payroll 


—can pose many a problem for the 
larger hospital. A correspondent writ- 
ing to accounting expert David H. 
Tarlow complains that “it seems to 
take endless hours’’ to sort the can- 
celled checks. Mr. Tarlow’s reply sets 
forth a new method for this procedure 
which will surprise you with its effi- 
cient and time-saving qualities. (P. 
61.) 


@ TOPICS’ cover this month is a 


thoughtful portrayal of the ACHA 
convocation immediately preceding 
the 62nd annual AHA convention in 
San Francisco. Comprehensive cover- 
age of the convention starts on p. 19 
and includes a report on the House of 
Delegates’ meeting, candid photos of 
convention activities, and abstracts 
from speakers. As an added high- 
light: eight pages of AHA exhibits, 
beginning on p. 114. 
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“STEROX-0- MATIC: 


“conventional neh. 


/ 


Glove “A” has retained nearly all its original 
elasticity and tensile strength minimizing chance of 
puncture during surgery. This glove, through Castle 
Steroxcide Sterilization, keeps the tight fit and the 


“new glove” sensitivity that is so important to the 
surgeon’s touch. 


The Steroxcide process will save your hospital 
money too, by reducing glove deterioration and thus 
lessening replacement costs. A 416 bed eastern 


WHICH GLOVE 
STERILIZED 


HAS BEEN 
TIMES? 


The Castle STEROX-O-MATIC Sterillizer in action. 


hospital equipped with Sterox-O-Matic saved over 
$3500 in just one year! 


The Castle Steroxcide System not only saves on 
gloves, but provides safe sterilization for delicate 
instruments, incubators, oxygenators, bedding, cath- 
eters and other previously difficult or impossible-to- 


sterilize items. Here is a tremendous new weapon in 
the war on staph! 


WRITE for CES Bulletin 0775-2, showing hospital savings through Steroxcide 
glove sterilization and detailing step-by-step sterilizing procedures. 


WILMOT CASTLE CO., 


For further information see postcard opposite page 142. 


LIGHTS AND STERILIZERS 


1703-10 E. HENRIETTA RD., ROCHESTER 18, N. Y. 
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Progress of Injury Care 
Lags Behind Other Advances 


Great advances have been made 
in the treatment of most illnesses 
of the human race since the begin- 
ning of the century, but progress 
in one large field—care of the in- 
jured—has fallen behind. 

According to Gordon F. Mad- 
ding, M.D., Burlingame, Calif., ac- 
cidents account for 100,000 deaths 
and 10,000,000 injuries a year in 
the U.S., and the treatment of 
accidental injuries calls for serious 
thought. 

In automobile accidents, Dr. 
Madding adds, physicians should 
guard against the possibility of 
overlooking abdominal injuries be- 
cause of the more obvious injuries 
of the victim. 


In general, according to Dr. 
Madding, injuries take the fol- 
lowing precedence for treatment 
based on threat to life and limb: 
injuries hindering the function of 
the heart or breathing, abdominal 
penetration, injuries to brain and 
spinal cord, and extensive soft 
tissue wounds. 

Of all injuries involving ab- 
dominal organs, those of the liver 
may be the most difficult to treat 
because of the multiple problems 
involved. Because of its location. 
the liver is vulnerable to blunt 
trauma or penetrations of both the 
lower chest and upper abdomen. 
Its firm fixation also increases its 
susceptibility. 


Whiskey Mash Produces 
B Vitamin 


Although the liquid contents of a 
whiskey barrel may have certain 
other effects, the mash residue left 
when the barrel is emptied fat- 
tens underweight chickens. 

Dr. J. R. Couch, biochemist at 
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Scanning the 


A new full-body immersion hydromassage tank has been installed at Patrick Henry Hospital for 
the Chronically Ill, Newport News, Va. The tank, dubbed a “Mae West bathtub,” is examined 
by administrator H. Y. Hawthorne, (I.) and members of the Warwick Lions Club, which donated 
the tank and is building and furnishing a new physical therapy wing. 


Texas A&M College, reports that 
a new substance has been isolated 
from distillers’ feed, the liquid re- 
mainder left in the bottom of the 
barrel and generally used as ani- 
mal food. 


The newly discovered vitamin, as 
yet unclassified, has many of the 
properties of the B-vitamin group. 
Its chief characteristic is the ability 
to increase growth and convert 
food to weight at an unusually 
rapid rate. 


When the vitamin was fed to 
underweight chickens, their growth 
increased ten to 25 percent. Al- 
though the substance has not been 
tried on humans, scientists have 
speculated that it might greatly 
increase the weight and appetite of 
underweight persons. 


Small Car Owners 
Establish New Syndrome 


Switching from a big car to a small 
one has caused pain in the chest, 
hip, and back in several patients 
treated by jerome F. Strauss, Jr., 
M.D., Chicago. 

This “small-car syndrome,” ac- 
cording to Dr. Strauss, appeared 
in four patients who had one fea- 
ture in common—they had recently 
purchased either smatl cars, or 
larger imported sports automobiles 
with a manually operated gear 
shift and no power steering. 

Symptoms developed a day or 
two after the use of the vehicle, 
so that an immediate cause-and- 
effect relationship was not appar- 
ent. Once the syndrome was estab- 

(Continued on page 77) 
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Take the needle out of the patient... 


...and ensure optimum patient comfort during intravenous infusion, by use of the Bardic® Deseret Intracath® 
This ingenious unit (sterile and ready for use) makes the venipuncture and places a soft, pliant catheter in the vein 
... the needle is then withdrawn and becomes an adapter for any I.V. set e No rigid needle remains in the vein; 
no armboard is needed e Most venous cutdowns are eliminated; scrubbing or gloving is not required 
e As the Intracath may be left indwelling for several administrations, there is less trauma, minimized reaction, 
and the need for repeated venipunctures is reduced. The Intracath is convenient and 


time-saving for the hospital; safer, more comfortable for the patient. 


INTEGRITY 


Cc. R. BARD, INC. SUMMIT, N. J. 


QUALITY 


2 


SINCE 1907 


The Bardic® Deseret Intracath® is available through your Hospital/ Surgical Supply Dealer in 6” or 12” catheter lengths, with 
14, 17 or 19 gauge needles. For complete information and detailed Procedure for Introduction, request Bard brochure CS-6 


10 For further information see postcard opposite page 142. HOSPITAL TOPICS 
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MEDICAL CARE BILL 
SIGNED INTO LAW 


An estimated 2.4 million needy persons over 65, 
says HEW Secretary Arthur S. Flemming, stand 
to benefit under the medical-care provisions of 
the social security amendments bill, which 
President Eisenhower signed into law September 13. 

These persons are now on state-operated relief 
rolls. According to HEW, the 50 states and the 
District of Columbia will receive an additional 
$142 million a year in federal funds to help them 
improve medical care under the federal-state 
program of old-age assistance. 

Under the new program, also, the federal 
government will offer additional grants to states 
which extend free medical care to the medically 
indigent. There are an estimated 10 million 
persons who lack adequate resources to take care 
of all of their health expenses. 

The federal share, in each part of the program, 
would be at least 50 percent and would go up to 
80 percent in states of lowest per-capita income. 

Of the $142 million for expansion of medical 
care under old-age assistance programs, $18.3 
million is earmarked for California, according to 
HEW table showing approximate distribution of 
funds. Other states slated to get high amounts are: 
Louisiana, $12.9 million; Oklahoma, $8.7 million, 
and Texas, $6.9 million. 


UNITED HOSPITAL FUND ASKS QUICK 
ACTION ON NEW FEDERAL PROGRAM 


Less than 24 hours after the President signed the 
medical-care bill, the United Hospital Fund of 
New York sent a letter to New York Gov. Nelson 
Rockefeller, urging him to act quickly in taking 
advantage of the legislation providing federal 
funds. 

UHF’s president, Percy J. Ebbott, estimated that 
the city’s nonprofit voluntary hospitals are 
suffering an annual joss of $7.5 to $8 million 


in caring for the aged sick who cannot pay for 
their care. 


33.45% INCREASE APPROVED 
FOR NEW YORK BLUE CROSS 


An average increase of 33.45 percent in subscrip- 
tion charges for Associated Hospital Service of 
New York has been approved by Superintendent 
of Insurance Thomas Thacher to become effective 
November 1. 


The hospital payment formula was a key issue 
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in the application for an increase, which also 
included provisions for meeting the higher current 
cost of present services and the addition of new 
benefits. Under the new arrangement, Blue Cross 
payments will be based upon individually audited 
hospital costs. 

Group rates for the 120-day full benefit 
contract will be $4.40 monthly for the individual 
and $11.72 for the family; non-group rates will 
be $6 and $13.10, respectively. 

The superintendent also approved introduction 
of optional co-insurance features under the 120- 
day contract which would require the subscriber 
to pay the first $50 or $100 of his hospital bill. 
Persons choosing this type of contract would pay 
somewhat lower subscription charges than those 
purchasing the standard 120-day contract. 


HEALTH INSURANCE FOR RETIRED 
FEDERAL EMPLOYEES APPROVED 


An estimated 415,000 retired federal workers 
and their dependents will become eligible for 
contributory health-insurance benefits under 
provision of §. 2575, which President Eisenhower 
signed into law Septernber 9. 

This program, which will supplement the one 
for active federal employees, will go into effect 
next July. Those electing to participate may 
retain membership in existing plans, if govern- 
ment-approved, or join a new one. 


BRIEF BRIEFS 


American Red Cross and American Association of 
Blood Banks, after five years of negotiation, have 
completed a national reciprocal agreement for 
the exchange of blood and blood credits (see 
report on Blood Banks meeting, page 63). 
—"'Protection Against Radiations from Sealed 
Gamma Sources,’” a 70-page handbook containing 
recommendations of National Committee on 
Radiation Protection and Measurements, is now 
available from the Government Printing Office, 
Washington 25, D.C., at 30 cents a copy. 
—New chairman of the VA special medical 
advisory group is Howard P. Rome, M.D., con- 


-sultant in psychiatry at Mayo Clinic. He suc- 


ceeded George E. Armstrong, M.D., New York City. 


Calendar of Meetings 


5-7 
OCTOBER 


2- 7 American Society of Anesthesiologists, 
Statler-Hilton Hotel, New York City 


5-7 


2- 7 American Society of Plastic and Recon- 
structive Surgery, Statler Hilton Hotel, 5- 8 
Los Angeles 


4 Hospital Association of Rhode Island, 6- 8 
Sheraton-Biltmore Hotel, Providence 


to show a 16 mm., color and sound, film on the use o 
This is available for showing with the above film, or 


New Technic in Surgical Asepsis... 


Motion picture now available showing the technic for 
isolating the operative wound from the patient’s own skin 
in a wide variety of surgical procedures. 


AHA Institute, Hospital Laundry Man- 
agement and Operation, AHA Head- 
quarters, Chicago 


American Association for the Surgery 
of Trauma, Coronado Hotel, Coronado, 
Calif. 


American Academy for Cerebral Palsy, 
Penn-Sheraton Hotel, Pittsburgh 


American Association of Medical Clin- 
ics, Roosevelt Hotel, New Orleans 


Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 
Committees, 


Premiered on the 
scientific program of the 
Clinical Meeting of the 


American Medical Association, December, 


1959. Approved for inclusion on 
the American College of Surgeons’ 
list of approved films. 


To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box i, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 


f spray-on plastic surgical dressing? 
separately, if you prefer. 


For further information see postcard opposite page 142. 


10-12 


10-13 


10-13 


10-14 


10-14 


12-13 


12-14 


12-14 


17-18 


17-18 


17-19 


17-20 


17-20 


17-20 


18-21 


18-21 


American Rhinologic Society, Belmont 
Hotel, Chicago 


American Otorhinologic Society fo, 
Plastic Surgery, Conrad Hilton Hotel, 
Chicago 

National Medical Foundation for Eye 


Care, Palmer House, Chicago 


American Academy of Ophthalmology 
and Otolaryngology, Palmer 
Chicago 


House 


Congress on Industrial 
Charlotte, Charlotte, N.C. 


AHA Institute, Evening and Night 
Nursing Service Administration, Pick. 
Roosevelt Hotel, Pittsburgh 


Health, Hotel 


American Association of Medical Record 
Librarians, Olympia Hotel, Seattle 


National Federation of Licensed Prac. 
tical Nurses, Cole Hotel, Albuquerque, 
N. Mex. 


American College of Surgeons, Clinical 
Congress, San Francisco 


Indiana Hospital Association, Indiana 
University Medical Center, Indianapolis 


AHA Institute, Specialized Hospital 
Pharmacy, AHA Headquarters, Chicago 


Maryland—District of Columbia—Delo- 
ware Hospital Association, Shoreham 
Hotel, Washington, D. C. 


Saskatchewan Hospital Association, 
Bessborough Hotel, Saskatoon, Sask. 


American Society of Facial Plastic Sur- 
gery, Chicago 
Vermont Hospital Association, Burling- 


ton 


Academy of Psychosomatic Medicine, 
Benjamin Franklin Hotel, Philadelphia 


Idaho Hospital Association, Elks Lodge, 
Boise 


Oregon Hospital Association, Gearhart 
Hotel, Gearhart 


AHA Institute on Supervision, AHA 
Headquarters, Chicago 
American Dental Association, Statler- 


Hilton Hotel, Los Angeles 


AHA Institute, Management Develop- 
ment, AHA Headquarters, Chicago 


American Academy of Pediatrics, Palm- 
er House, Chicago 


American Surgical Trade Association, 
Morrison Hotel, Chicago 


American Association of Poison Con- 
trol Centers, Palmer House, Chicago 


Associated Hospitals of Manitoba, Royal 
Alexandra Hotel, Winnipeg 


American Dietetic Association, Shera- 


ton Hotel, Cleveland 


American Nursing Home Association, 
Mayflower Hotel, Washington, D.C. 


(Continued on page 14 
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There is only one “Diamond Jaw” Needle Holder 


| OCHSNER 
“DIAMOND JAW” 


REGISTERED TRADE NAME 


NEEDLE HOLDER! 


STOCK 
NO. SIZE DESCRIPTION PRICE 
General Surgery 
ODJ-110 Hegar Baumgartner $15.75 
0ODJ-120 6” Mayo-Hegar 15.75 
ODJ-130 Mayo-Hegar 16.50 
ODJ-140 8” Mayo-Hegar 17.25 
ODJ-150 New Orleans 17.25 
ODJ-160 5,” Olsen-Hegar 19.50 
Only 0D)-170 61,” Olsen-Hegar 20.50 
‘ ODJ-180 7," Olsen-Hegar 20.50 
(OCHSN ERQ“Di Jews” 0DJ-190 Mathieu 27.00 
lamond Jaws 0DJ-200 6” French Eye 17.25 
0DJ-210 French Eye 18.00 
Eliminate Needle Turning 0DJ-220 8” French i 18.75 
Gynecology & Urology 
¢ Very Fine Diamond Cut Precision "0D/-230 84” Heaney 25.75 
Teeth permit surgeon to tie with 
the finest of silk without slippage 
Thoracic 
4 Male jaw rounded to eliminate ODJ-260 81,” Finochietto 22.50 
snagging of suture when tying 0D/-280 11” Wangensteen 27.00 
0DJ-290 10” French Eye 22.75 
Ring handles GOLD: LATED 0D/-300 12” Mayo-Hegar 32.00 
for immediate identification 
No discoloration XDJ-320 i Crile Wood 22.50 
' XDJ-330 i Crile Wood, curved 23.75 
—no corrosion XDJ-340 744” Sarot 22.50 
XDJ-350 9” Walton 25.75 
XDJ-360 i Walton, curved 27.00 
0DJ-370 1014,” Sarot 27.00 
XDJ-380 Giannini, straight 48.00 
XDJ-390 Giannini, curved 48.00 
Plastic Surgery 
XDJ-400 Derf 17.25 
XDJ-410 ¥ Halsey 17.25 
XDJ-420 YY Nievert, off-set ring 18.75 
XDJ-430 6” Crile Wood 17.25 
Eve 
XDJ-440 Castroviejo 31.00 
XDJ-450 Kalt 32.00 


Genuine OCHSNER “Diamond Jaws” 
Installed in your Needleholders 
ODJ numbers $12.00 each. 


XDJ numhers $15.00. 
(XDJ stock numbers designate extra fine teeth) 


Not genuine unless stamped 


OS OCHSNE 


xX) 


OCTOBER, 1960 


For further information see postcard opposite page 142. 13 
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Snowden-Pencer Corporation voscaros cauromm 


CALENDAR OF MEETINGS 24-26 Ontario Hospital Association, Royal York 


: Hotel, Toronto 
(Continued from page 12) 


24-28 California Hospital Association, Mira- 


19-20 North Dakota Hospital Association, Wil- 


liston 
19-20 Washington State Hospital Association, 24-28 AHA Institute, Medical Social Work in 
Davenport Hotel, Spokane Hospitals, Bellerive Hotel, Kansas City 


20-21 Nebraska Hospital Association, Shera- 25-26 South Dakota Hospital Association, Ma- 
ton-Fontenelle Hotel, Omaha sonic Temple, Mitchell 
21-23 American Heart Association, Kiel Audi- 


torium, St. Louis 

24-26 AHA Institute, Directors of Hospital 
Volunteers, Basic, Statler Hotel, Bos- 26-27 Industrial Hygiene Foundation of Amer- 
ton ica, Mellon Institute, Pittsburgh 


25-27 Associated Hospitals of Alberta, Jubilee 
Auditorium, Edmonton, Alta., Canada 


and so is the hospital with tdent-a-Bana, al 
the facts are there... 

sealed comfortably and safely around the patient's wrist. 

And, in addition, Hollister has printed your hospital's name and 

city inside each Ident-A-Band you use, adding dignity, 

creating confidence . . . assuring the patient that he is in good 

hands . . . telling his friends that your hospital stands behind 

the care it provides. It is the logical final step in positive 

on-patient identification. Your patient is protected in any 

situation. If he leaves the hospital for outside tests, or if he 

becomes confused and wanders away, full identification — 

including your hospital’s name — accompanies 
him. For samples and literature, write 


INCORPORATED 
as : 833 North Orleans Street, Chicago 10, Illinois 


For further information see postcard opposite page 142. 


26-28 Association of State and Territorigl 
Health Officers, Jack Tar Hotel, Son 
Francisco 


28-29 Regional Institute on OR Nursing, As. 
sociation of Operating Room Nurses 
National Committee on Education, Cos. 
mopolitan Hotel, Denver, Colo. 


30 American College of Osteopathic Hos. 
pital Administrators, Statler Hilton Ho. 
tel, Dallas, Tex. 


30-Nov.4 American School Health Associo. 
tion, San Francisco 


31-Nov. 2 Association of American Medical 
Colleges, Diplomat Hotel, Hollywood 
Beach, Fla. 


31-Nov.2 Association of Military Surgeons 
of the United States, Mayflower Hotel, 
Washington, D.C. 


31-Nov.3 American Osteopathic Hospital As. 
sociation, Statler Hilton Hotel, Dallas, 
Tex. 


31-Nov.3 Interstate Postgraduate Medical As. 
sociation of North America, Pittsburgh. 
Hilton Hotel, Pittsburgh 


31-Nov.3 AHA Institute, Staffing Depart. 
ments of Nursing, AHA Headquarters, 
Chicago 

31-Nov.4 American Public Health Associa- 
tion, Civic Auditorium, San Francisco 


NOVEMBER 


2- 5 American Society of Tropical Medicine 
and Hygiene, Biltmore Hotel, Los An- 
geles 


3- 4 Oklahoma Hospital Association, Skirvin 
Hotel, Oklahoma City 


4- 5 Association of Clinical Scientists, Shore- 
ham Hotel, Washington, D.C. 


4- 5 Central Society for Clinical Research, 
Drake Hotel, Chicago 


7-11 American Association of Medical Record 
Librarians, Basic Institute, co-sponsored 
with AHA, Fontainebleau Hotel, Miami 
Beach, Fla. 


7-11 AHA Institute, Advanced Hospital 
Housekeeping, Sheraton-Atlantic Hotel, 
New York City 

7-11 AHA Institute, Hospital Purchasing, 
AHA Headquarters, Chicago 

7-11 AHA Institute, Physical Therapists, Am- 
bassador Hotel, Los Angeles 

10-11 Kansas Hospital Association, Broadview 
Hotel, Wichita 

10-11 Virginia Hospital 
Roanoke, Roanoke 


Association, Hotel 


11-12 Regional Institute on OR Nursing, As 
sociation of Operating Room Nurses 
National Committee on Education, 
Washington, D.C. 

11-18 American Occupational Therapy Asso 
ciation, Statler Hilton Hotel, Los An- 
geles 

14-17 AHA Institute, Nursing Service Super 
vision, Hotel Utah and Motor Lodge, 
Salt Lake City, Utah 

(Continued on page 16 
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Culture plate with heavy growth of 
Staphylococcus aureus. Zone of com- 
plete inhibition produced by placing 
on plate a paper letter Z’’ which had 
been dipped into Zephiran Chloride 
aqueous solution 1:1000. 


(BRAND OF REFINED BENZALKONIUM CHLORIDE) 


kills resistant STAPHylococci in seconds 


iithnop LABORATORIES / New York 18, N. Y. 
1438M 


For further information see postcard opposite page 142 15 
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(Continued from page 14) 


Inhalation 
Hotel, Min- 


14-18 American Association of 
Therapists, Pick-Nicollet 
neapolis, Minn. 


16-18 Missouri Hospital Association, Hotel 
President, Kansas City 


16-19 National Association for Mental Health, 
Denver-Hilton Hotel, Denver, Colo. 


17-18 Minnesota Hospital 
Paul Hotel, St. Paul 


Association, St. 


17-18 Arizona Hospital Association, Hiway 
House, Tucson 


18-19 American Medical Writers’ Association, 
Morrison Hotel, Chicago 


21-22 AHA Institute, Credits and Collections, 
AHA Headquarters, Chicago 


28-Dec. 1 American Medical Association, Clini- 
cal Meeting, Park-Sheraton Hotel, 
Washington, D.C. 


29-Dec. 1 AHA Institute, Hospital Dental Serv- 
ice, Advanced, AHA Headquarters, Chi- 
cago 


DECEMBER 


1- 2. Florida Hospital Association, Everglades 
Hotel, Miami, Fla. 


UNIVERSAL ~~ REVERSIBLE 


BED HOOK 


No. 208 


EXCELLENT FOR SOLID 


HEAD AND FOOT BOARDS 


1- 2 Illinois Hospital Association 
gress Hotel, Chicago 


Pick-Con. 


2- 3 Regional Institute on OR Nursing, As. 
sociation of Operating Room Nurses 
National Committee on Education, New 
Orleans, La. 


4- 9 Radiological Society of North Americo, 
Netherland-Hilton Hotel, Cincinnati, 0, 

5- 7 AHA Institute, Advanced Hospital Py. 
chasing, Whitcomb Hotel, San Francisco 

5- 7 AHA Institute, Advanced, Medical Rec. 
ord Librarians, AHA Headquarters, 
Chicago 

5- 8 AHA Institute, Nursing Service Super. 
vision, Hotel Roanoke, Roanoke 

12-14 AHA Institute, Labor Relations, AHA 
Headquarters, Chicago 

12-16 AHA Institute, Hospital Design and 
Construction, Park-Sheraton Hotel, 
Washington, D.C. 

26-31 American Association for the Advance. 
ment of Science, Philadelphia, Pa. 


JANUARY 


8 Puerto Rico Hospital Association, Medi- 
cal Association Bldg., Santurce 


8-13 American Academy of Orthopaedic Sur- 
geons, Hotel Americana, Bal Harbour, 
Miami Beach, Fla. 


16-18 American College of Surgeons, Sec- 
tional Meeting, Hotel Dinkler-Tutwiler, 
Birmingham, Ala. 


Hook is 7/16” cold rolled steel, covered 
with tough no-mar plastic. 


Fits over any type bed, including full 
panel ... no holes to drill. 


Ideal for cervical and lower extremity 
traction including bi-lateral attachment. 


Vinyl tip is’ removable, for reversing 
hook. 


No. 208 


Bed Hook 
Universal and 
Reversibl: 


LOWER EXTREMITY 
TRACTION SET-UP 


with bi-lateral 
attachment No. 208-BL 


HEAD 
TRACTION 


only $6.50 list. 


of Quality 
EUROPEAN ASSOCIATES: 


ZIMMER ORTHOPAEDIC, LTD., Bridgend, Glam, Great Britain ¢ ORTOPEDIA G.m.b.H. KIEL, Kiel, Germany 
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Order from your surgical supply dealer. 


Grihopedic 


, SPLINTS + FRACTURE EQUIPMENT + BONE INSTRUMENTS * SMO INTERNAL BONE APPLIANCES 


For further information see postcard opposite page 142. 


EQUIPMENT CO. 
BOURBON - INDIANA 


19-20 Alabama Hospital Association, Whitley 


23-24 


23-26 


Hotel, Montgomery 


National Association of Private Psy- 
chiatric Hospitals, Safari Hotel, Scotts- 
dale, Ariz. 


American College of Surgeons, Sec- 
tional Meeting, Hotels Del Prado, Re- 
forma, Vista Hermosa, EI Presidente, 
Alffer, Continental Hilton, Mexico City 


30-Feb.3 American Protestant Hospital As- 


sociation, Muehlebach Hotel, Kansas 


City 


FEBRUARY 


2-4 


13-15 


23-25 


23-25 


American College of Hospital Adminis- 
trators, Fourth Annual Congress on 
Administration, Morrison Hotel, Chicago 


American Medical Association, Congress 
on Medical Education and Licensure, 
Palmer House, Chicago 


American Academy of Allergy, Statler- 
Hilton Hotel, Washington, D.C. 


American College of Radiology, Drake 
Hotel, Chicago 


Association of Operating Room Nurses, 
Civic Auditorium, San Francisco, Calif. 


Louisiana Hospital Association, Captain 
Shreve Hotel, Shreveport 


American Academy of Forensic Sciences, 
Drake Hotel, Chicago 
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PICS 


reports on the 


AHA 


62nd annual convention 


San Francisco, Aug. 29-Sept. 1 


Photo by Moulin Studios 


Delegates’ Action Vote of Confidence 
For AHA Leadership 


By Alice R. 


Whatever the cause, whether the 128 members of the 
1960 AHA House of Delegates were so surfeited with 
the excellent San Francisco cuisine that they were 
lulled into a tranquil state of mind, or whether their 
unprecedented receptiveness was a whole-hearted ex- 
pression of confidence in AHA’s leadership, the effect 
produced was markedly different from that of past 
years’ business sessions. Throughout the three-day 
morning meetings of this policy-making body, it was 
obvious that this year reason, rather than emotion, 
ruled the house. 

As the many complex problems in hospital affairs 
came belore the house for delegate action, accom- 
panied by recommendations from the AHA’s councils 
and review committees, with few exceptions dele- 
gates approved and accepted the recommendations 
unanimously. Even the introduction of such emotion- 
ally charged subjects as nursing-school accreditation, 
foreign medical graduates, and increased dues, failed 


“Editorial consultant, Chicago. 


OCTOBER, 1960 


Clarke, R.N.* 


to disturb the concord and harmony to any significant 
degree, providing a marked contrast to the mood of 
the delegates in the last two years — when any one ol 
these subjects would touch off spirited debate. 

Actually, the delegates did part ways on two major 
issues — and neither of these was the nursing-school 
accreditation issue — the hot potato of the past few 
years. It appears that for 1960, at least, this issue is 
enjoying a cooling-off period while the National 
League for Nursing committee and the members of 
the joint NLN-AHA committee explore together ways 
to improve and simplify nursing accreditation and 
‘work together toward common goals. 

But another hot potato — this one a political one 
burst its jacket just in time to affect the AHA’s an- 
nual meeing. The association had hoped that no final 
legislative action would be taken by Congress on fi- 
nancing the health care of the aged until after the 


(Continued on next page) 
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1961 White House Conference for the Aged was held. 
But when the Kerr-Mills bill, which provides govern- 
ment funds for the aged, indigent, and medically indi- 
gent, passed the Senate and was sent to the President 
for his signature, the review committee of the AHA 
Council on Government Relations urged the house 
to reafhrm the 1958 statement on this subject, and, 
incidentally, the AHA’s current stand on hospital 
care of the aged. 

Although the Kerr-Mills bill is consistent with the 
AHA stated policy, a delegate proposal was made 
in the house to amend a motion to reafhirm this 
position in such a way that it would have to put the 
association on record in favor of the use of the social 
security mechanism to finance the health care of 
this group. 

An 8-5 vote (77-51) to table this motion lost the 
proposed amendment. Also tabled was the motion 
to reafirm AHA’s current statement (adopted in 
1958). Evidently, this was the potato too hot to 
handle during the election year, because of its 
political implications. 

One delegate, admitting that although the AHA 
statement on this issue is a fence-straddler, stated it 
to be a comfortable policy at the present which allows 
the association freedom to act as the situation changes. 

Following this null action, many comments were 
overheard throughout the remainder of the 62nd an- 
nual meeting questioning the wisdom of it, especially 
since the subject is the major domestic issue before 
our country today. What price, it was speculated, 
will the AHA pay for this desire to remain politi- 
cally flexible? How can the association be free to 
offer the “dynamic leadership” which incoming Pres- 
ident Groner extolled in his acceptance speech from 
its present “mugwump” position? 

The other major issue — major, that is, to the 
delegates — which struck a note of disharmony in 
an otherwise peaceful last-day business session was 
the board of trustees’ recommendation to put into 
effect immediately the permissive 7/2 percent dues 
increase for 1961 to be used entirely for assisting 
and enlarging existing programs. 

Although the delegates had approved unanimously 
the new dues structure plan two days previously, the 
idea of putting the maximum increase into immediate 
effect obviously pinched purses sufficiently to provoke 
cries of financial anguish. However, despite the pro- 
tests, all but one delegate eventually voted for the 
maximum increase, for in the words of Jay Collins 
they believed that “The new flexible dues structure 
would enable AHA to move forward on a smooth 
interstate highway instead of on its previous two-lane 
road punctuated by stop lights.” 

Bylaws were amended to permit the board of 
trustees — subject to the approval of the house — to 
increase dues in any one year by a maximum of 71 
percent without further bylaws changes. 

One of the most important actions of the AHA’s 
board of trustees during the past year, according to 
the immediate past president, Russell Nelson, M.D., 
was the adoption of a resolution approving in prin- 


Russell A. Nelson, M.D. (r.), outgoing president of the AHA, presents 
the distinguished service award to Oliver G. Pratt, executive director, 
Rhode Island Hospital, Providence, at the AHA annual banquet. At 
the left, partly hidden by the flowers, is Frank S. Groner, president. 
elect of the association. 


ciple the establishment of one national Blue Cross 
organization, outside the corporate structure ol the 
AHA. One of the most important actions of the 
house at this annual meeting was to approve the 
changes in the bylaws needed to bring about the 
reorganization and creation of this single national 
Blue Cross Association. 

In addition to this historical decision, by the end 

of the last business session, the members otf the 1960 
House of Delegates had: 
e Approved a statement endorsing the hospital formu- 
lary system as an accepted method of providing a pro- 
gram of rational drug therapy in hospitals. (See 
pharmacy department, p. 67, for additional details). 
e Approved a national action program designed to 
improve hospital community services and to answer 
the “rising volume of criticism from self-appointed 
spokesmen for the public on the subject of hospital 
costs and utilization.” 


Care of the Aged and Needy 


One Hospital’s Answer to Health 

and Morale Needs of the Retired 

The need for some serious re-thinking about hospitals’ 
responsibility in the care of the aged has become 
increasingly clear and urgent. To refine and pinpoint 
our own responsibility and how to assume it within 
the framework of our limitations, we explored the 
question of who ... who needs it most. 

It was obvious to rule out the wealthy, wit! their 
own resources (this was later proved erroneous, their 
resources being mainly material), and the poor, whose 
needs are too great for the potential resources of a 
single hospital. Left were those capable of independ: 
ently meeting their retirement needs. 

A market research firm conducted an inquiry for 
us among these persons to learn what they waited in 
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retirement. We added, from our own experience, 
what they needed: independence, security, assured 
health care, comfortable living in a residential section, 
in an environment free of the connotation of old 
age. To meet these needs, we laid the foundation for 
Crestview Club Apartments. 

We organized a new corporate entity for the pur- 
pose; interlocked the present trustees of the hospital 
with expanded membership covering a wider geo- 
graphical area; advanced funds for the purchase of 
an 80-acre site; and developed the master comprehen- 
sive health-service plan. 

The residential unit of 170 apartments of one, two 
and three rooms was completed six months ago with 
the help of an FHA-insured 40-year loan and is now 
being occupied. Life-lease fees range from $7,000 to 
$29,500, with a monthly maintenance fee of $150. 
The latter includes standard hospitalization, doctor 
and surgeon fees; for prolonged illness beyond 10 
days, there is a $50-a-month fee for infirmary care. 

Public interest is high and favorable. And though 
the project is far from an effort to answer a complex 
problem, we are encouraged that it is a break-through 
in one area of it.— Victor D. Bjork, administrator, 
Flower Hospital, Toledo, O. 


Eight Facets of Care for Aged 

Challenge Hospital Administration 

Chronic illness falls into a number of categories en- 
compassing all ages. The decision of the institution 
as to the category or categories that will be cared for 
has immediate bearing on the type of structure built. 
The lengthening of the life span, the increasing inci- 
dence of chronic illness, require more beds. To con- 
struct them without sufficient budget, trained person- 
nel and organized facilities to maintain competent 
service exposes us to the danger of developing only 
expensive human storage buildings. 

If the decision has been made that the need for a 
nursing home, convalescent or chronically ill unit 
within a community can be financed and staffed, then 
I believe the integration of that unit with the general 
hospital is essential. 

From our three years’ experience at Merwick, the 
Princeton Hospital unit, administration contemplating 
one or more units is challenged by eight main con- 
siderations: Physical plant, staffing, scope of aspects 
to be treated, family relations, community relations, 
psychology of patient management, administrative 
Management and liaison, and finance. 

Of these, staffing is one of the most difficult. prob- 
lems. Dedicated personnel are few, and _ inservice 
training is essential. We found we need as many 
workers, or more, per 24 hours, as we do in the gen- 
eral hospital. However, the distribution of profes- 
sional versus nonprofessional is quite different, and 
we utilize more licensed practical nurses, aides, or- 
derlies, occupational therapists and volunteers than 
registered’ nurses. 

Scope of care must be defined in the planning stage 
to provide physical separation of the ambulatory, 

(Continued on next page) 
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Frank S. Groner (I.), just installed as the new president of the AHA, 
reaches to grasp the hand of Ira Lane, executive director of the 
Tennessee Hospital Association, Nashville, and one of the first to con- 
gratulate him on his new office. 


Paul M. Densen (I.), deputy commissioner, Department of Health, City 
of New York, makes a provocative point, judging by the responsiveness 
of Helen McGuire, staff consultant on professional practice, AHA; 
Edwin L. Crosby, executive vice-president, AHA; and Boyd A. Sander- 
son, administrator, Lake View Memorial Hospital, Two Harbors, Minn. 


Jack Masur, M.D. (center), just named president-elect by the AHA 
House, is congratulated by Maurice Norby, secretary, while John H. 
Hatfield, treasurer, looks on. Dr. Masur is assistant surgeon general of 
the Clinical Center, National Institutes of Health, Bethesda, Md. 
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Frank S. Groner, new president of the American Hos- 
pital Association, and director of the Baptist Memorial 
Hospital, Memphis, Tenn., and Mrs. Groner, are a re- 
: laxed and gracious couple as they greet their well- 
= wishers. The reception line at the president's reception 
was long and leisurely as hundreds paused to congratu- 
late the incoming president. 


semi-ambulatory, completely bedfast, and the mental 
and pediatric patients. 

Families and the community require consistent: edu- 
cational effort, since both are often more difficult to 
deal with than the patients themselves. 

Practically every authority states that the facility 
for the care of the chronically ill and aged should be 
attached administratively, and@ if possible physically, 

: to the general hospital. Why? Because the develop- 
; ment of these units as elements of the general hospital 
is the only forceful way to raise the standards of these 
institutions. 

As to finances, our average per-diem cost at Merwick 
in 1959 was $1540, less than half of the general hos- 
pital cost. In New Jersey, reimbursement for the care 
of the medically and socially indigent comes under 
old-age assistance. This bureau pays $190 per month 
towards the care of the patient in a unit for the 
chronically ill or a nursing home. 

It is clear that few institutions can subsidize two- 
thirds of the cost of care. In my opinion, there are 
only two alternatives: to reduce service and program, 
which we prefer not to consider; or to use every 
method possible to obtain adequate reimbursement, 
toward which end a vigorous program of public edu- 
cation must be undertaken and sustained. — John W. 
fk ee Kauffman, administrator, Princeton (N. J.) Hospital. 


Staff Must Be Geared to Prevent 
Acute Flareups in Aged Chronic 
Our experience reveals that the average aged indi- 
vidual who seeks admission to a home for the aged 
gives evidence of multiple disease entities which are 
virtual kegs of dynamite that could explode into acute 
disease flareups at the slightest provocation. Because 
of our unique structural and functional relationship 
that provides a home for the aged and an acute gen- 
eral hospital on the same grounds, we have been able 
to adopt a preventive medical program, utilizing all 
diagnostic and treatment facilities at a minimal cost 
and without subjecting the older person to traveling 
great distances. 

Initial step in the program is a highly comprehen- 
sive physical examination to detect chronic disease. 
Then consulting specialists, such psychiatrists, 
“ae ophthalmologists, and others, who serve on a rotat- 
ing basis with remuneration, are called in for further 
examination when needed. 

Our annual medical evaluation of our resident pop- 
ulation as of June 30, 1960, revealed the ever-increas- 
ing incidence of chronic diseases. Of 72 residents, 
having an average age of 81.2 years, 58 were ambula- 


tory and 14 were patients in the chronic-disease sec. 
tion of the hospital building, where they had been 
translerred because of their need for more intensive 
care. Of those in the ambulant section, none was de. 
void of any disease process. 

The evaluation also showed that 30 percent of ow 
residents have some form of mental impairment, 
and we pride ourselves on being able to cope with 
symptoms by teaching our personnel the basic qual. 
ities that make up the well-known Menninger friend. 
ship therapy. This therapy has its very beginning when 
the applicant is first interviewed. ‘This is a crucial 
period, and all efforts are made to lessen its severity, 

The medical profile of each resident serves as a 
basis of his ability to partake of occupational therapy, 
and this in turn is correlated with his individual likes. 
It is imperative to plan activities with — not for - 
the individual. — Harry Yaffe, administrator, Beth 
Israel Hospital and Home Society, Denver, Colo. 


Majority of Aged Are Non-Indigent, 

Yet Only 35% Have Hospitalization 

If ‘“‘non-indigent aged”’ means all those whose income 
is above subsistence levels, then the largest number 
of our aged classify as non-indigent. Yet of all those 
aged 65 or over, only 35 percent have any participat- 
ing insurance, compared to about 70 percent of the 
general population. Oldsters make up nine percent 
of the population, but 15 percent of the hospital pop- 
ulation. 

When hospitalized, they find their own resources ex- 
hausted, and they must be transferred to ward service. 
Here they are worse off, as is the hospital. In most 
communities, reimbursement for ward care is inade- 
quate, so the move simply transfers trouble from one 
pocket to another. 

Blue Cross plans are good, but even if they are eX 
panded they won't meet the need. With few excep: 
tions, Blue Cross uses the community rating to set 
premiums, rather than experience ratings, which com- 
mercial carriers use. The community rating makes it 
possible for poor risks to be covered, with the cost 
spread over all. I applaud this, but it puts us in 4 
dilemma. The rise in hospital costs has caused the 
consumer to balk at Blue Cross premium increases. 

Provisions should be made for ambulatory services, 
home care and nursing-home care for our needy and 
aged. How can it be financed? The soci:| security 
mechanism, already in operation, should be « irmarked 
and set aside for hospital care. This woul! provide 
care and related services as a right, with the privilege 


of choosing one’s own physician and care ° ith dig- 
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nity. The plan would enable a group to pay their own 
way who now, through no fault of their own, present 
a great burden to the hospitals. — Martin Cherkasky, 
M.D., director, Montefiore Hospital, New York City. 


Federal Aid Would Ease Finances, 

But Not Alter, Washington Program 

The Mills-Kerr bill, recently passed by the Senate, 
tackles only the medically indigent 65 and over, but 
this program may well establish a pattern for eventu- 
ally extending public assistance to the medically needy 
of all ages, as we have done in the state of Washing- 
ton, without impairing our voluntary system. 

In our state, the bill would provide some financial 
relief to the state budget, through federal matching 
funds not now being received, but it would not de- 
velop a new program. 

For 22 years we have had a broad program of medi- 
cal care for all those receiving public assistance, and 
for the medically indigent. After shifting back and 
forth between state and county, it now seems perma- 
nently established in the State Department of Public 
Assistance. 

Each hospital receives an all-inclusive daily rate cal- 
culated on its per-diem average cost for the previous 
calendar year (we are now receiving 1959 costs). Hos- 
pitals are divided into three groups, by size, to com- 
pute ceilings on per-diem rates. Currently they are 
$34.58 for our smaller hospitals, $35.75 for the medi- 
um-sized, and $36.61 for the larger hospitals. Fach re- 
ceives its cost or the ceiling rate, whichever is lower. 

One of every five persons over 65 is receiving public 
assistance. The state spends $30 a month on each, di- 
vided as follows: about $18 to nursing homes; $3.60 to 
the four county hospitals; $2.40 to private community 
hospitals; $3.00 to doctors; $1.30 for drugs; and about 
60 cents for dental care. The remaining few cents go 
for ambulance service, optometrists and other miscel- 
laneous services. 

The average stay of the medically indigent patient 
in the last eight-month period reported was 7.6 days 
compared with 6.5 days average for all patients under 
the department of public assistance, including the 
medically indigent. This indicates that the medically 
indigent is a very sick person by the time he is given 
help. 

The state has an average of about 300 patients in 
private hospitals, about 500 in the four county hospi- 
tals, and about 8,000 in nursing homes — demonstrat- 
ing forcibly that a state- supported nursing-home pro- 
gram can monopolize health programs for the aged. 

The Wall Street Journal said of our program, “Tt 
is generally believed to be among the nation’s most 
liberal state programs of taxpayer-financed medical 
care for the aged.” We have to exercise care and 
watchfulness that this generosity is not at the expense 
of the hospitals. If a program for the medical indi- 
gent is to be worthwhile and not just a sham, it must 
exercise responsibilities in tune with the intent of 
Congress John Bigelow, executive secretary, Wash- 
ington Stati Hospital Association, Seattle. 
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Prevention and Rehabilitation 


Total Care, Not Disability Accent, 

Is Most Vital to Patient's Future 

We go through cycles in medicine. In the last six or 
seven years, the word rehabilitation has had a magic 
connotation. Instead of dwelling exclusively on this 
facet of the problem, we should approach the patient 
in terms of total care. It is most important that, as 
soon as the patient is past the serious stage, the doctor 
talk to him and to his family about his illness, in 
order that they may understand it, how to handle it, 
and what can be realistically expected in achievement. 

We must make a dynamic assessment, rather than 
a diagnosis, of the needs of the patient, the family, 
the doctor, and the hospital, and we must have an 
attitude of fluidity rather than rigidity as to how 
these needs can be met. 

Each of us—especially the self-oriented staff member 
—must be in basic agreement that no one can be all 
things to all people, and that only teamwork can 
achieve maximum results. To attain this agreement, 
there must be an inservice training program extending 
from the admission office to the janitor. 

Progressive patient care may well be applicable to 
patients to be rehabilitated. The intensive-care unit, 
strictly a general hospital area, is a matter of worry 
to many administrators concerned with costs. But the 
unit is small and the patient is there briefly. Taking 
the patient from the convalescent care unit into con- 
tinuing care in the home seems especially logical in 
these cases. In our city, as far as our efforts have gone 
in providing home care, we have been most successful. 
—Arthur Z. Cerf, M.D., assistant clinical professor of 
medicine, University of California, San Francisco, 


Nine-Tenths of Rehabilitation 

Cases Could Be Treated at Home 

As physicians engaged in physical medicine we are 
concerned not with what the patient has lost, but with 
what has been retained. Only by this emphasis can 
we overcome the philosophy of gloom and morbidity 
associated with the subject by the general public. The 


(Continued on next page) 


Tablemates at the AHA banquet are, |. to r.: Dean Conley, execu- 
tive director, ACHA; Roy Brown, superintendent, University of Chicago 
(IIl.) Clinies; Yelleng Leevers, director of research and development, 
ACHA; and Tol Terrell, president-elect of the ACHA, with Mrs. Terrell. 
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greatest lack in the doctor’s education is the subject 
of chronic illness; there is far too much speculation 
in neurological disease, to mention only one category. 

There are other lacks in the doctor, and in the hos- 
pital. The matter of costs should be gone into with 
the patient in the doctor's office; to be confronted 
with the cost of rehabilitation after he has arrived 
at the hospital can itself be a traumatic experience. 
It’s a fault for the doctor and the hospital to assure 
the patient, “don’t worry, we'll take care of it.” In 
time the patient himself is going to have to take care 
of it, yet we do almost nothing to educate him on 
what the disease means to him and his future. The pa- 
tient should be told how long it will take to make 
the best of what he has, and how long he will really 
need a hospital bed. 

Actually, nine-tenths of our rehabilitation patients 
can be treated just as effectively at home, keeping 
down costs for them and freeing needed beds. 

Good medical care depends on educated doctors, 
hospitals, patients and insurance companies. It is 
fabulous that insurance companies should be willing 
to pay costs for hospitalization that is not needed. — 
Walter J. Treanor, M.D., department of physical medi- 
cine, St. Mary’s Hospital, San Francisco, Calif. 


True Prevention Lies in 

Care During Acute Illness 

At our hospital, carrying over 200 patients on an in- 
tense program of physical rehabilitation, the rapidity 
with which we can reach each goal of maximum re- 
habilitation for the individual patient depends to a 
large extent on the caliber of the nursing care the 
patient has received in the general hospital prior to 
his admission to the unit. 

The true value of the preventive aspects of nursing 
care are not always fully comprehended by personnel 
giving care during the acute stages of the illness. Im- 
provement is being made, however; schools of nurs- 
ing are stressing bed exercises, good body alignment 
and early ambulation. So we have fewer patierfts in 
rehabilitation with severe contractures due to poor 
bed positioning. 

A patient admitted, for instance, with a fracture of 
a cervical vertebra with resulting spinal-cord trauma 
needs much consideration in preventive care to as- 
sure he does not develop any breakdown of skin and 
tissue at pressure poiats. 

We set up so-called turning teams, and the patient 
is turned every 30-120 minutes whether he is on an 
orthopedic frame or in bed. The patient himself is 
taught to assist by using a hand mirror to watch skin 
areas for reddening. If he is in a wheelchair, he is 
taught to raise himself and shift position every five 
to 10 minutes. Even if we agree the best way to treat 
a decubitus is to prevent it from developing, we must 
be realistic and state that not infrequently a patient 
is admitted for rehabilitation, which cannot be under- 
taken until the decubitus is healed. 

Secondary infection frequently accompanies the de- 
cubitus, sapping vitality needed to participate in the 
rehabilitation program. It costs a minimum of $30 a 
day for an average of six months, to maintain a 


patient on an intensive rehabilitation program. It js 
a pity to see a patient spending precious time and 
money—private or public—on correcting conditions 
good nursing care should have prevented. \\e can. 
not afford to let these complications occur. — Geral. 
dine Skinner, R.N., director, nursing service, Rancho 
Los Amigos Hospital, Downey, Calil. 


The Canadian Insurance Plan 


Unique Concept Combines Voluntary 
Hospitals, Public Financial Support 

Our Canadian hospital insurance and diagnostic sery. 
ices program was developed to meet the problem of 
rising hospital costs, with its implications for hospital 
financing and for the economic situation of patients. 
Closely related,’of course, was the need for maintaip- 
ing and improving the standard of hospital care itself, 

Fortunately, we did not have to start the job com. 
pletely from scratch. Back in 1948, a joint federal- 
provincial program of health grants was initiated, 
These grants, plus three grants in 1953 covering lab- 
oratory and radiological services, medical rehabilita- 
tion and child and maternal health, helped ease our 
first steps. 

The grants, which initially involved annual fed- 
eral allocations of $30 million, and which now amount 
to almost double that figure, have helped provide 
some 83,000 new adult patient beds; aided in doubling 
the number of trained full-time hospital personnel: 
and improved and expanded hospital equipment. 

When it came to implementing hospital insurance, 
the basic tools were already in our hands. ‘The system 
of voluntary hospitals developed over the years by 
community and religious groups was left intact. Public 
support of their services was provided through joint 
federal-provincial contributions as has been done in 
the case of certain national health grants. 

No over-all single program was enforced across the 
country. Instead, provinces were free to develop their 
own programs in line with their own circumstances, 
provided these came within the scope of the broad 
framework set up by the federal Parliament. 

Two factors had to be considered in financing: the 
wide variation in per-capita hospital costs among the 
provinces, and the fact that per-capita income differed 
widely in various parts of the country. To allow for 
these factors, a new departure was initiated in fed- 
eral grants-in-aid, based on a variable grant principle. 
The annual contributions of the Canadian govern 
ment to the provinces are calculated as the total of 
25 percent of the per capita cost of inpatient services 
in Canada as a whole, and 25 percent of the per-capita 
cost of inpatient services in the particular province, 
multiplied by the average number of insured persons 
in that province for the year. 

While a high-cost province receives less than 50 
percent of its shareable costs, and a low-cost province 
receives more than 50 percent of its shareable costs, 
the high-cost province will receive a higher per-capita 
payment than does a low-cost province. Inclu:ling the 
national per-capita component provides to some e& 

(Continued on page 26) 
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The clown’s fingers — with a hat perched jauntily on his 
knuckles — make an admirable duck. It charmed these 
youngsters at the children’s social hour; the young lady 
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The magic vehicle below may have seemed stationary to passing adults, but for 
Gerald (I.), son of Walter Beardon, Oakland architect, and Phillip, son of James 
H. Moss, administrator of Riverside Hospital, Toledo, O., it was a real fire eater. 


Gerald honked the horn, while Phillip kept a hand ready on the brake, just in 


case. 
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Left: Little Andrea’s tears are drying, 
and her determination to attend the 
grownups’ party is weakening under 
the persuasion of her mother and two 
helpers. She finally gave in, grinned, 
and went off to have a ball — small 
size. Her father is M. H. Hough, 
administrator of Augustana Hospital, 
Chicago. 
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broad What with the nippy weather and their own exuberance, the teenage dance, 
below, was one of the liveliest events of the convention. The smaller fry on the 
D: the right were equally enthusiastic about the chow line, where they found the helpings 
1g the generous and the service friendly. 
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tent a built-in incentive for economy of operation. 

By next January, Quebec, the one remaining prov- 
ince not now included in the plan, expects to be 
ready to participate. Besides our 10 provinces, Can- 
ada’s two territories, the Yukon and the Northwest 
Territories, are also participating. — Hon. J. Waldo 
Monteith, F.C.A., Minister of National Health and 
Welfare, Canada. 


Evaluation of Canadian Plan by a 

U. S. Professor of Medical Economics 

As a result of a grant from the Avalon Foundation, 
1 undertook a study of the Canadian hospital insur- 
ance program, and did field work from November, 
1959, to July of this year. Four days were spent in 
Ottawa with officials of the National Department of 
Health and Welfare. Then I visited all the prov- 
inces for a period of from three to 10 days. I talked 
to key persons in charge of the program, adminis- 
trators, chiefs of medical staffs, nurses’ associations, 
representatives of local government units, industry, 
labor and farm organizations, and store clerks, bell 
hops, taxi drivers and waitresses. 

On the basis of everything I saw and heard, I be- 
lieve these programs are good for the public. They 
have made hospital care available to nearly all of 
the population. Formerly Blue Cross and other /pro- 
grams covered a certain percentage, but in general 
it was the “better off’ proportion, and certainly not 
those least able to pay hospitalization costs. 

Probably the primary effect on hospitals is that 
their financing is now assured. There are no longer 
(in most provinces) any charity patients. Deficits, ex- 
cept when a hospital overspends its budget, are a 
thing of the past. 

Unquestionably, the programs have been beneficial 
for hospital employees. It is easier for hospitals to 
grant wage increases, and province-wide pension pro- 
grams are being developed. 

I would say the medical profession accepts and ap- 
proves the programs. The Canadian Medical Associa- 
tion favored the passage of the hospital insurance act, 
and in no province did the profession oppose estab- 
lishment of the program. The profession seems to be 
happiest about the program in the province in which 
it played an active role in designing the program. — 
Louis S. Reed, associate professor of medical econom- 
ics, Graduate School of Business and Public Adminis- 
tration, Cornell University, Ithaca, N. Y. 
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Snapped at the president’s reception are, |. to r.: Mrs, 
Beatrice M. Bonnevie, administrator, New England Hos. 
pital, Boston; George V. Bonnevie; Mrs. Charles fF, 
Wilensky; Taniere Renne, of the AHA, Chicago; Charles 
F. Wilensky, M.D., Boston consultant; and Viola RP 
Pinanski, trustee of the Beth Israel and Peter Bent 
Brigham hospitals and the Boston Dispensary, and re. 
cipient of an AHA honorary membership award. 


A Canadian Hospital Association 
Director Views the Canadian Plan 
Though hospitals, generally speaking, have no finan. 
cial problems under our present program, in most 
provinces the local hospital still has to raise a con. 
siderable proportion of the money for new construc 
tion or renovations. This is also true for the payment 
of interest on existing debts and repayment of loans. 
I believe Mr. Reed is correct in saying that the av- 
erage Canadian administrator, while he may complain 
about some of the aspects, would not wish to return 
to the days before the introduction of the plan. 
Government hospital insurance is something the 
great majority of Canadian people want. To carry out 
the will of the majority, a tripartite arrangement in- 
volving federal, provincial and local community re- 
sources has been made. Many hospital people in 
Canada believe it must remain a tripartite responsi- 
bility if we are to obtain the best possible hospital 
care for our citizens. They believe, too, that in the 
long run it will remain so only if our local hospital 
boards are convinced that they are in fact trustees 
of their hospitals, and act accordingly. — W. Douglas 
Piercey, M.D., executive director, Canadian Hospital 
Association, Toronto, Ont. 


Methods Improvement 


Studies Assist in Better Planning, 
Control of Hospital Operations 

As Methods Improvement is constantly evolving, its 
name does not tell us much about what it can do for 
us unless we enumerate what it has already done. 

As one example, we conducted marginal cost studies 
in professional areas to assess what costs would be add- 
ed or deleted from total costs when buying disposable 
syringes, gloves and OR-OB packs. 

We wanted to learn the possible benefits, and to 
explore patient, physician and nurse reaction to dis- 
posable products. We found that using 2-cc. disposable 
syringes proved advantageous from a sterility and cost 
standpoint. On the other hand, quality and cost as- 
pects of gloves and OR-OB paper packs did not indi 
cate a changeover for the time being, and these items 
were not introduced. 

We also studied problems in the business office and 
in such related areas as admitting, out-patient clinics, 
social service, and medical records. Here the an.ilytical 
approach used was a systems investigation of the over 
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all organizational aspects, followed by projects aimed 
at solving specific problems of division of work among 
employees, physical layout of offices, flow of paper be- 
tween work stations, report analysis and design, de- 
tailed clerical routines and outlining a procedure 
manual. 

Changes were then made to establish a closer work- 
ing relationship between purchasing and accounts pay- 
able, since from a control standpoint both functions 
are part of the same procedure, which starts with the 
writing of a purchase order and ends with the payment 
of an invoice. 

The analysis of clerical operations led to the relay- 
out of the entire business office, with consequent sav- 
ings in space and motion and paperwork. Better in- 
formation cut down the error rate; orderly environ- 
ment raised employee morale. Our collection ability 
increased, and public relations were improved because 
of the segregation of interviewing from routine clerical 
activities. 

Our experience in these and many other projects has 
demonstrated that M.I. projects can be conducted 
simultaneously in professional and service areas, and 
that the facts obtained can assist in short-range and 
long-range planning leading to better control of hos- 
pital operations. It also indicates that in the future 
we are going to be faced with an expanding concept of 
methods improvement, and that we may eventually 
visualize an organized M. I. program as an all-embrac- 
ing analysis of the hospital system at work —K. J. 
Shoos, superintendent, St. Luke’s Hospital, Cleveland. 


Coordination of Responsibilities 
Prerequisite of Effectiveness 

University Hospital is the principal teaching hospital 
for the University of Maryland School of Medicine. 
In 1959, we set up a department of administrative re- 
search and development to integrate the complexities 
of medical progress with the over-all program of the 
hospital. We felt that a successful hospital depends on 
the improvement of methods, the proper utilization of 
personnel, a sound control of costs, and the manage- 
ment of equipment and supplies. Key personnel of 
the department are: 

Director, who also serves as assistant director of the 
hospital and cooperates with the administrator by 
furnishing data, but does not assume direct responsi- 
bility for the operation of the hospital. Rather, he ad- 
ministers, directs, and coordinates all activities of his 
department to carry out objectives of continuous 
study concerning ways in which hospitals may improve 
service to the patient. 

Methods management engineer, who plans and ad- 
ministers methods-management programs to train all 
levels of management in work simplification, conducts 
individual studies, and coordinates methods-improve- 
ment activities. 

Education and training coordinator, who plans and 
administers education and training programs to orient 
employees in hospital policies and routines, instructs 
in supervisory methods and job performance, and con- 
ducts safety and other programs. 
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Cost analyst, who plans, organizes, interprets and 
presents cost studies to provide data for improvement 
of services, and initiates investigative cost and statisti- 
cal studies required in administrative planning. 

Major projects thus far have included a training pro- 
gram in work simplification for supervisors; studies 
of prepackaging of drugs and medications in the phar- 
macy, criteria for judging the performance of nursing 
personnel, methods and equipment used by nurses in 
the care of recovery-room patients; and a study of 
plans and blueprints for future hospital construction 
and renovation. 

Slated for future study are the work flow through 
the central supply area, the effects of locating nursing 
stations in the middle of the rotunda, and the pos- 
sibility of mechanizing the procedures used in admit- 
ting patients. — Lad F. Grapski, director, University 
Hospital, Baltimore, Md. 


A quiet breakfast is shared by, |. to r., Brigadier Frances Siffin, super- 
intendent, Booth Memorial Hospital, Boston, Mass.; Clifford Sawyer, 
administrator, Booth Memorial Hospital, Flushing, N. Y.; Col. Alvena 
Wood, director of Homes and Hospital Division, Eastern Territory, New 
York City; and David H. Tarlow, CPA, New York City. 


Evaluation of Management 


Suggests AHA Be Responsible 

For Evaluating Administration 

Hospital administration must be evaluated in terms of 
the hospital’s purposes. It is not enough to examine 
the administrator's difficult and diverse functions. 
These tell only what he does; they do not define the 
frame of obligations to the hospital. How well the ad- 
ministrator performs may be no measure of the true 
performance of the hospital. What he does may actu- 
ally be damaging to the purposes of the hospital, even 
though functionally he does well. 

The problem of diversity of purpose and of groups 
affected by the institution is enormously complicated 
if some purposes are partially in conflict. Under such 
circumstances, the evaluations are at cross-purposes. 
This is the dilemma of hospital evaluation, and of 
those who attempt it. 

The American hospital can be classified as at least 
nine distinctly different enterprises, each with inde- 
pendent variables of goodness and badness for evalua- 
tion. It is an economic, medical, professional, social, 
educational, research, religious, community, and pub- 
lic enterprise. 

(Continued on next page) 
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Robin C. Buerki, M.D., executive director, Henry Ford Hospital, Detroit, 
Mich., relays a question from the floor to the panel on the session de- 
voted to financing hospital care of the needy and aged. Participants 
were: Martin Cherkasky, M.D., director, Montefiore Hospital, New York 
City; John Bigelow, executive secretary, Washington State Hospital 
Association, Seattle; and David W. Stewart, managing director, Roch- 
ester (N.Y.) Hospital Service Blue Cross. 


As such, it affects the lives of almost every American 
family each year, but in dissimilar ways. Currently, 
hospital administration is being evaluated on the basis 
of parts of the hospital's purposes rather than the 
total. Currently, the administrator, and the trustees, 
have no alternative but to go in the direction dictated 
by the most vocal and strongest of the forces. 
~The evaluation of administration must be both bal- 
anced and informed if it is to guide the development 
of hospitals. These requirements indicate that a na- 
tional approval program of hospital administration be 
developed to survey the quality of hospital adminis- 
tration as the Joint Commission for Accreditation of 
Hospitals is now doing for the quality of medical prac- 
tice in the hospital. 

Such a program would seem the responsibility of the 
AHA because it is the official representative of hos- 
pitals, and because it holds the confidence of the pub- 
lic and the hospitals of the nation. — Ray E. Brown, 
superintendent, University of Chicago Clinics. 


Evaluation Must be Impart.al 

To Be Acceptable to the Public 

Hospitals hold the esteem of the public medically. We 
do not only enjoy the same esteem in regard to hos- 
pital economics. If we are to preserve our position of 
giving the finest care in world, we must sell the public 
on the fact that our hospitals are well operated. 

One of the most important considerations of Mr. 
Brown's project would be approval by all the diverse 
groups he mentioned. A relative evaluation, which the 
public does not now have, is essential. Management 
audits show that hospitals are as well operated as in- 
dustrial enterprises, but the public doesn’t know it. 

We must have an impartial evaluation, and it must 
appear completely impartial. A program of evalua- 
tion by the AHA could be 100 percent accurate, but 
1 doubt that it would. seem completely objective to 


the public. — Pat N. Groner, administrator, Baptist 
Hospital, Pensacola, Fla. 


Local Hospitals Might Resist 

Blueprint of National Program 

There is real merit in Mr. Brown's proposal, but there 
are also real problems. Setting up a national project 
would change the concept of the individual hospital, 
Most of our hospitals meet local needs, and are fi. 
nanced locally. But no single pattern of enterprise js 
a blueprint for all. In many parts of the country, in- 
stitutions are not community hospitals. 

I am not sure that it is possible to formulate a na- 
tional policy on local hospitals. Here in San Francisco, 
I don’t know whether our hospitals would accept what 
they were told their needs should be. Without the 
opportunity, as yet, to consider the proposal in depth, 
I think it sounds like an attempt to set up a defense 
against weakness. — Mark Berke, director, Mount Zion 
Hospital and Medical Center, San Francisco, Calif. 


Evaluating Medical Care 


Efficiently Structured Audit 

Saves Time, Improves Care 

In recent years, courts in most states have upheld the 
principle that hospital trustees are responsible for the 
medical care provided in their hospitals. Since the 
trustees have the power to appoint members of the 
medical staff, they can be held liable for the negligence 
of any staff member, even though that member was ap- 
pointed upon the recommendation of a credentials 
committee. 

In view of this potential liability faced by the hos- 
pital and medical staff, and the moral responsibility of 
the trustees, the trustees must have some mechanism 
whereby they can be assured of the competence ol 
staff doctors. There are four general rules to consider: 

1) Judicious and discriminating selection of staff on 
the recommendation of a reliable, fairminded, and 
professionaly competent credentials committce 

2) Insistence upon compliance with principles pre- 
scribed by the Joint Commission on Accreditation of 
Hospitals 

3) Institution of a continuous medical audit 

4) Provision of continuing professional supervision. 

In the broad outline of a medical-staff audit planned 
by the American College of Physicians, an appraisal 
committee is created, made up of a rotating member- 
ship from both generalists and specialists on the hos- 
pital staff. Each month, a specified number of current 
medical records, possibly 20 percent of admissions, 1s 
selected, adequately distributed among disease cate: 
gories and physicians. Each member of the committee 
is assigned 10 or 12 records to review, and he prepares 
a written report for the committee. General results of 
the evaluation are presented for discussion by mem- 
bers of the committee before the entire medica! lepatt- 
ment or staff. Differences in diagnosis and therapeutic 
procedures, validity, and omissions are emphasized. _ 

Records demonstrating exceptionally good diagnosis 
or therapeutic skill should be presented on occasion. It 
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js important that anonymity be maintained throughout. 

There are other mechanisms to assure maintenance 
of high-quality medical care. Many teaching centers 
in the U. S. are moving towards salaried, full-time or- 
ganization with integrated services. This arrangement 
has certain unique advantages. The constant presence 
of a full-time staff in the hospital tends to elevate the 
quality of patient care through more consistent obser- 
yation of the course of disease. Instruction and train- 
ing ol the house staff is facilitated by the ease of 
obtaining consultation, guidance and advice. The 
medical-care team members are all employees of the 
same organization, so divided loyalties are avoided, as 
well as the pressure to earn fees. More time is available 
for teaching and participation in research. 

Those who oppose the salaried, full-time organization 
claim that the system has several disadvantages, among 
them lack of consideration for the individual patient, 
lack of free choice of physician, and alleged corporate 
practice of medicine. 

In answer to these charges, there is actually little 
evidence as to whether the doctor receiving a fee or a 
salary is more considerate. As to the free choice of 
physician, how many laymen are qualified to choose 
a physician properly? The corporate practice of medi- 
cine is strictly an economic organization, and is re- 
lated to neither law nor ethics. 

Most hospitals have not pushed very far in the di- 
rection of the full-time staff organization. Some, how- 
ever, have employed experienced full-time chiels of 
staff or educational directors. Some of the larger 
voluntary hospitals have extended the system to in- 
clude chiefs of principal clinical services. — Henry N. 
Pratt, M.D., director, The New York Hospital, New 
York City. 


Utilization Committee Points Up 
Questionable Admissions 
Many advantages can be derived trom having a medi- 
cal stafl utilization committee in a hospital. The com- 
mittee should be a standing committee of medical 
staff members. Generally, chiefs of services or their 
designates, and the administrator, are members. The 
chief resident, medical record 
social worker should be members by inviiation. If the 
hospital is large enough, the committee may be di- 
vided into medical and surgical subcommittees. 

The utilization committee should maintain a close 
liaison with other medical staff committees, notably 
the medical records committee. The utilization com- 
mittee’s work is largely dependent upon the availabili- 
ty of up-to-date, complete charts containing enough 
information to permit objective review. Analysis may 
point up inadequacies from the standpoint of accredit- 
ing bodies, legal requirements, .or quality control. 
Recommendations for improvement of medical rec- 
ords, and possible changes in forms should be 
submitted to the medical records committee for ap- 
propriate action. 

The most effective method for the utilization com- 
mittee is to review charts of discharged patients. 
Daily screening of cases admitted is recommended, 
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Wilbur Mclin, administrator, Community Hospital, Indianapolis, Ind., 
fortified his discussion of the accomplishments of organized methods 
improvements programs with flow process charts. The charts were part 
of a work simplification study at the Community Hospital. 


particularly in hospitals with extensive bed shortages 
and waiting lists, where admissions committees are not 
functioning. However, information available at the 
time of admission sometimes is insufficient lor objec- 
tive evaluation of need for hospitalization, and does 
not consider the problem of excessive length of stay. 

Completed charts of discharged patients may be 
divided into the following categories: 

1) Long-stay cases. Approximately one-third of the 
non-maternity inpatient days in general hospitals are 
provided to the five percent of patients who remain in 
the hospital more than 30 days. Every case in this 
group should be studied at the start. As progress is 
made, the length of stay period can be shortened. 

2) Short-stay cases. More than 10 percent of all 
cases admitted to the general hospital are discharged 
after one or two days. The utilization committee 
should seek to discover whether the minor surgery 
or diagnostic procedures usually involved could have 
been provided as effectively without admission. 

3) Cases questioned or rejected for payment by pre- 
payment plans. Analysis of such cases may point to 
possible questionable use of the hospital. Cases which 
the committee believes were improperly rejected 
should be referred to the proper authority of the plan. 

4) Cases in special diagnosis or operation categories. 
A different diagnosis or operation could be studied 
each month. This permits a comparison of differences 
in preoperative and postoperative length of stay and 
in use of ancillary services [rom case to case. 

A check list should designed to aid in the study. 
The administrator and the medical record librarian 
should be consulted in the makeup of the list, which 
should contain the patient’s hospital number, age, 
sex, length of stay, clinical services, attending physi- 
cian (coded), and the day of-the week on which he 
was admitted. If there was a consultation on the case, 


(Continued on next page) 
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the number of days between admission and the request 
for consultation, and between the request and the con- 
sultation should be noted. The number of days be- 
tween admission and operation and operation and 
discharge should be listed. The admitting diagnosis 
should appear. 

The following “yes or no” questions can be in- 
cluded in the report: Could services have been pro- 
vided just as effectively on an ambulatory basis? Were 
diagnostic studies ordered as soon as possible after 
admission, and reported promptly? Were any of the 
studies ordered unriecessarily? Does the interval be- 
tween admission and request for consultation appear 
to be too long? Was there delay in providing the 
consultation? Were doctor’s visits frequent enough to 
provide promptest possible diagnosis and treatment? 
Was hospital stay prolonged because of family or 
social factors? Could the length of stay have been 
shortened by transferring the patient to a convalescent 
nursing home or chronic-disease facility? Could pa- 
tient have returned home sooner through use of visit- 
ing nurse, homemaker, or home care service? If length 
of stay seems excessive, could the patient's “free” 
status or prepayment coverage have been a factor? — 
Howard P. Greer, director, Children’s Medical Center, 
Boston. 


High Standards Merely Starting 

Point, Not Ultimate Goal ‘ 
We have often heard the accusation that standards 
produce mediocrity. They will, under certain circum- 
stances, depending upon the standards and the organi- 
zations using them. A standard, no matter how high, 
will breed mediocrity if it is looked upon as the 
ultimate. 

Actually, a standard should represent a floor, not a 
ceiling. In hospitals, the standards set by the Joint 
Commission should be regarded as bases upon which 
to build better hospital service and patient care. These 
standards should be reached not merely to acquire 
a certificate for the hospital, but to show the institu- 
tion’s high standards to the public. 

In order to function properly and extend itself to 
its fullest capacities, an orgarization must set goals 
and standards for itself. The fact that a hospital ap- 
plies to the Joint Commission for accreditation is a 
partial guarantee that it has established its own goals, 
and has taken on the goals and standards of the 
commission. 

It is up to the administrator to secure the docu- 
ments necessary for accreditation, and see to it that 


Tired feet do not dim the smiles of these con. 
ventioneers, but sitting down does help. L. to 
r., Carlos Smith, administrator, Helena (Ark.) 
Hospital; Mrs. Graham T. Nixon and her hus. 
band, who is executive director of the Arkan. 
sas Hospital Association, Little Rock; and C. |, 
Blanz, chairman of the board of trustees, Crit. 
tenden Memorial Hospital, West Memphis, Ark. 


they are passed on to the staff and board of trustees, 

Some hospitals comment that they have a difficult 
time gaining accreditation because of the constant, 
rapid changing of the Joint Commission's standards 
and rulings. They find it difficult to “keep up.” We 
can only reply that the standards have not been 
changed in the last two years. 

The investigations of the commission have resulted 
in the lowering of incidence for a number of common 
surgical procedures. The hysterectomy rate has low- 
ered appreciably; the number of cesarean sections is 
now hitting a level, as are operations for sterility. The 
T&A came under close scrutiny, as well. 

it would be impossible for me to say how many 
T&A’s would constitute an equitable percentage of 
an individual hospital’s surgery cases. That figure 
certainly depends upon the hospital. In some in- 
stances, 2,000 of a hospital's 5,000 surgery cases have 
been T&A’s. Another hospital reported approximately 
one-filtieth of its surgery cases were T&A’s. Each of 
these hospitals had valid reasons for the percentage. 
The question involved is not the national average 
percentage, but the percentage of justified cases in 
the individual hospital. 

Since the incidence of blood transfusion reactions 
and accidents is rising, the Joint Commission is con- 
centrating on the hospital's transfusion rate. There 
were more deaths last year from transfusion errors 
than trom appendicitis. There are at present 11 law- 
suits pending in southern California alone because 
of transfusion errors. We are asking questions about 
the number of transfusions administered in the hos- 
pital, and how many of these were “one-shot” trans- 
fusions and how many required multiple transfusions. 
We don’t wish to give the impression that we e 
looking over the shoulder of the medical staff, but 
we feel that 11 lawsuits in one state at one time is 
alarming enough to justify our actions.—Kenneth B. 
Babcock, M.D., director, Joint Commission on Ac 
creditation of Hospitals, Chicago. 


Discussion 
Q. Our staff is dominated by general practitioners. 
Can our hospital be accredited? 
A. Yes. There are fully accredited hospitals which 
have no specialist on the staff. 
Q. Must courtesy staff members meet the same meet 
ing attendance requirements as the regular staff mem- 
bers? 
A. The Joint Commission requires that the active 
staff maintain 50 percent attendance. If the courtesy 
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staff also maintains that level, it is in the hospital's 
favor. The Joint Commission, however, has no ruling 
as to the courtesy staff. 

Q. Our hospital has no residency or internship pro- 
gram. We do have an uncertified foreign medical 
school graduate on our staff. Can our hospital be 
accredited? 

A. After January 1, 1961, no hospital will be accred- 
ited which has an uncertified man on its staff. 

Q. Can the administrator insist upon a medical audit 
over the objections of the medical staff? 

A. Since the best medical audit is a voluntary one, 
such a situation is difficult. Why is the audit being 
done? Is it a club held over the heads of the medical 
personnel by the administrator? What are the reasons 
for the staff's objections? 

Q. If a hospital has an osteopath on its staff, and such 
staffing is allowable in the hospital’s home state, is 
that hospital eligible for accreditation? 

A. The Commission’s stand has not changed. Regard- 
less of the local state’s rules, the hospital is not eligible 
tor accreditation. 

Q. Can the review of cases be done by the depart- 
ments instead of the medical records committee? 

A. If a good, impartial review can be had this way, 
there is no objection. 

Q. Is it acceptable to maintain a pathologic index 
in an outside pathologist’s office? 

A. No. The pathology index is important in the 
entire hospital program, educational and service. It 
should be kept within the hospital for ready reference. 


Costs and Charges 


Reports Success with Principles 

For Establishing Hospital Charges 

The Guiding Principles program in southern Cali- 
fornia has resulted in better public understanding of 
hospital charges and therefore has had a desired effect 
on hospital public relations and charging systems, 
we believe after a year’s experience with it. 

The program, launched July 1, 1959, by the Hos- 
pital Council of Southern California, incorporated 
a uniform method of establishing hospital charges. 
The principles are in three parts. The first section 
outlines and reaffirms the high quality of hospital 
care and the strong ethical code which exists in every 
reputable hospital. The second section lists seven prin- 
ciples to be followed when establishing hospital 
charges, including those adopted by the American 
Hospital Association in 1956. 

The third section specifically defines eight differ- 
ent kinds of charges which can be made by hospitals: 
daily hospital service, pharmacy service, central serv- 
Operating-room service, delivery-room and_ labor- 
room service, professional services (x-ray, laboratory, 
and so forth), blood transfusion service, and personal 
service (such as telephone calls, guest trays, and TV). 
There is a detailed explanation of each service which 
tells what is included in terms of labor, supplies, and 
so forth, and establishes the basis for the cost of 
providing service, and, subsequently, the charge. In 
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most instances, the important principle involved is 
that the charge must be related to cost. 

Telephone complaints are first referred to the ad- 
ministrator of the particular hospital. Complainants 
are told that if a satisfactory result cannot be secured, 
the complaint should be put in writing and sent to the 
education and grievance committee of the Hospital 
Council. When a written complaint is received, a copy 
of it is sent to the administrator of the hospital, and 
he is asked to investigate and reply as soon as possible. 
Copies of the correspondence and any supporting data 
are sent to the education and grievance committee 
representative for that hospital's area. 

If the representative resolves the complaint satis- 
lactorily before the committee’s next monthly meet- 
ing, no committee action is needed. If he does not, 
the committee adjudicates the complaint. 

If the committee finds the hospital is in variation 
from the principles, it requests correction. Repeated 
violations might lead to withdrawal of a hospital's 
name from the list of hospitals abiding by the prin- 
ciples. If the hospital is a council member, this would 
result in loss of membership. 

Four out of five grievances can be satisfactorily 
handled by the administrator or through adequate 
explanation by the Hospital Council ofice. Only 20 
percent of the complaints are actually processed by the 
grievance committee. 

Of the 200 complaints reviewed in the first year 
of operation, 60 percent were from individuals and 
40 percent from insurance carriers. Reasons for the 
complaints were: excessive charges or charges for items 
not received—75 percent; non-adherence to guiding 
principles—10 percent; other complaints, such as qual- 
ity of care and professional ethics—15 percent. Filty- 
three percent of complaints relating to charges were 
found to be justified, and the complainant received 
a refund from the hospital. More than 70 percent of 
these were posting or bookkeeping errors. 

One hundred forty-six hospitals have signified their 
full acceptance of the principles. The program is now 
sponsored by the California Hospital Association, and 
most hospitals in the state will be operating under 
it by the end of the year. 

The total effectiveness of this program cannot be 
gained without uniform accounting and cost analysis. 
A hospital must know its cost of providing each serv- 
ice before an accurate charging system can be ini- 

(Continued on next page) 
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tiated. This deficiency will be solved in California with 
the publication by the CHA of a uniform account- 
ing manual, which will incorporate the accounting 
principles of the Guiding Principles.—Samuel J]. Tib- 
bitts, administrator, California Hospital, Los Angeles. 


Charges Being Related to Costs 

In Long-Range Oklahoma Program 

I prophesy that in the °60’s hospitals throughout the 
United States will base their charges on costs. If and 
when they do, it will be a big step toward better 
understanding and better public relations in the 
hospital field. 

We are now in the process of relating charges to 
costs in Oklahoma hospitals. This is the third phase 
in a long-range accounting program begun nine years 
ago. The first step was to establish a uniform account- 
ing and statistics program in the state. Over 90 per- 
cent of Oklahoma hospitals are now participating 
in uniform accounting. 

Cost-finding, started in 1957, was the second step. 
Among the facts which were uncovered: room and 
board was being sold far below cost, as were operat- 
ing-room and delivery-room services; laboratory and 
pharmacy charges were carrying the large share of 
the expenses of the hospitals, and most of them were 
priced far above cost; the x-ray department was pro- 
ducing just about what it cost to provide the services. 

Charges varied considerably, and there did not 
seem to be any rhyme or reason for them. When we 
asked hospitals why they charged these amounts, 
some of course said they inherited charges; some said 
they compared their rates with the annual Oklahoma 
rate schedule; some had formulas for increasing rates; 
some adjusted their charges when other hospitals in 
the area did, and some raised rates when they needed 
the money. X-ray charges varied as much as 200 per- 
cent. 

We are now trying to relate charges to what we 
found out about costs. We are interested in finding 
a uniform method for establishing charges. This does 
not mean that all hespitals will charge the same. But 
there should not be such a tremendous difference in 
charges when charges are based on costs. 

We hope to put our program into effect in 1961. 
What about the interested groups that these radical 
changes will affect? Blue Cross does not anticipate any 
great effect, because it offers a service contract. Com- 
mercial insurance companies think they may have to 
make adjustments in their rates. There may be some 
difficulty with specialists. We base charges on labor 
and overhead, and believe the professional fee should 
be separate. Our drug charges may be somewhat less 
than those charged by retail drug stores.—Benny Car- 
lisle, administrator, Oklahoma General Hospital, Clin- 
ton, Okla. 


Strengthening Blue Cross 


Calls Blue Cross Expansion Essential 
For Preserving Voluntary System 
The independence of voluntary hospitals will almost 
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inevitably be threatened in the future unless there js 
a growth of Blue Cross at the expense of commercial 
insurance. 

There is a similarity between commercial insur- 
ance and proprietary hospitals. Voluntary hospitals 
could not exist for long if the majority of paying pa. 
tients were using proprietary hospitals. The percent. 
age of the insured population covered by commercial 
insurance should be reduced to correspond to the per- 
centage which proprietary hospitals represent in the 
total number of hospitals. 

What can hospitals do to expand Blue Cross? They 
can recognize that taking a position of neutrality be. 
tween Blue Cross and commercial insurance is unwise, 
and can take an active part on behalf of Blue Cross 
and go to the community. In particular, they can make 
a strong effort to persuade every trustee to favor Blue 
Cross at his place of employment. They can take spe- 
cific steps to encourage improvement in plans which 
have weaknesses. 

To survive, voluntary hospitals must work for more 
Blue Cross enrollment and must push for full reim- 
bursement for public assistance patients.—Robert M. 
Sigmond, executive director, Hospital Council of 
Western Pennsylvania, Pittsburgh. 


Hold to Concept of Service Benefits, 
Avoid Imitation, Says Blue Cross 

The prepayment method offered by private insur- 
ance agencies holds that protection against health- 
care costs is an item for sale at the best price the 
market will bear. This approach tends to manipulate 
the price of coverage rather than to attempt an or- 
ganized assessment of the total health-care needs of 
the public. 

Furthermore, the logic of the business approach 
leads it inevitably to discrimination against “unbusi- 
nesslike” and “unprofitable” markets. Such discrimi- 
nation creates an ever-increasing body of uninsur- 
ables whose dire need and final anger can write the 
end of the voluntary solutions. 

Many within and outside Blue Cross advise it to imi 
tate the commercial formulae. But if, in the name 
of competition, Blue Cross becomes precisely like 
commercial insurance, then who needs Blue Cross? 

Let us keep open and develop to its logical con- 
clusion the sound program of prepaying health-care 
costs—and make it available to all. At the heart of 
such a program is the concept of service benefits. 

There is a need for greater uniformity and liberal- 
ity in method and approach, not only for Blue Cross 
benefits, but also for Blue Cross payments to hos- 
pitals. More systematized and understandable reim- 
bursement formulas are imperative. But, like bene- 
fits, payments must be rational and must ultimately 
serve first the need of the community. The payment 
of uncontrolled retail billing charges determined by 
each hospital required indemnities rather than com 
tracts, destroys the service benefit principle, and ult 
mately and inevitably writes the end to voluntary 
prepayment.—James E. Stuart, president, Blue Cross 
Association, New York City. 
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MT. SINAI vs. HURRICANE DONNA 


By Jeanne Garrard 


Miss Garrard was assigned by the Miami Herald to 
cover Mt. Sinai Hospital during Hurricane Donna. 
This story is a special report written for ‘Topics on 
her experiences during the 25 hours she was at the 
hospital. 

Just exactly what does a hospital do when it learns 
that it is directly in the path of a hurricane—a hurri- 
cane with over 150-mile-an-hour winds which has al- 
ready inflicted such damage and death that the 
newspapers headline it “‘killer’’? 

Mt. Sinai Hospital in Miami Beach faced this 
question last month when Hurricane Donna—which 
had already ripped through the Caribbean, killing 
118 islanders—struck the southern coast of Florida. 

Mt. Sinai’s story is foremost one of preparedness. 

And yet, paradoxically, a first look at the hospital 
in the afternoon of September 9, when winds were 
already high, would seem to point to just the opposite 
of being prepared. The huge plete glass walls and 
doors of the hospital's lobby were covered, not with 
boards, but with long “X”’s of paper-gum strips from 
ceiling to floor. A fine protection this seemed from 
violent debris-filled winds. But the reason for this 
seemingly haphazard precaution was both astute and 
simple: lobbies are not the working heart of a hos- 
pital, so they are expendable. 

What is important, as Samuel Gertner, Mt. Sinai’s 
executive director explained, is to “rope off vulner- 
able sections. Concentrate efforts in protecting vital 
areas. Place capable leaders in key spots. Cut red tape 
that strangles personal initiative. Supply equipment, 
information, and scientifically trained personnel. 
That's our system.’ 

This energetic director outlined the preparations 
taken for Hurricane Donna—not only the mechanical, 
but also the personal ones. He thought back to pre- 
vious years: “In the 1950 hurricane, when our old 
building began to tremble and quake; frankly, so did 
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1,” he admitted. 
other people.” 

One step was to coordinate plans with police and 
fire chiels. Another, Mr. Gertner explained, took place 
two days before Donna was to arrive when “the em- 
ployees were put on hurricane alert with a mimeo- 
graphed memo explaining organized procedures. By 
the time the hurricane began, two-thirds of the staff 
of 900 were on duty. Only those with extremely small 
babies stayed home. 

“We're prepared lor a week’s isolation if necessary,” 
said Mr. Gertner. “We have two power lines and an 
emergency standby generator. Besides our regular en- 
gineers I’ve asked the generator company to send an 
expert since we've never used this unit before. Civil 
defense has set up short wave communications. Out- 
side aluminum blinds on every room form storm shut- 
ters. We have extra oxygen, supplies, food, water; in 
fact, every department and our staff are ready for 
whatever comes.” 

And a tour of the hospital proved Mr. Gertner right. 
\s the hurricane gathered force outside, final prep- 
arations inside made Mt. Sinai resemble a miniature 
self-contained city. From the two 10,000. gallon 
tanks to the ready-and-waiting caleteria, thought and 

(Continued on next page) 


“TL was scared. Now | worry about 


Eight operating rooms at Mt. Sinai had cancelled routine schedules in 


advance of hurricane to avoid power interruption danger and to re- 


lease equipment and house staff for casualty operations. 
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Below: Volunteer ‘pink ladies’ Mrs. Edna Krissell 
and Mrs. Pauline Broida stood by in emergency to 
relieve nurses of routine duties. Right: ‘‘Pookey’s 
Hideaway” read the sign over room designated for 
student nurses— until supervision discovered the 
reason. Earl (‘‘Pookey’”) Tilton (left, playing cards), 
hospital’s lone male student nurse, had been inad- 
vertently housed with the girls. 


care had gone into providing for all expectable con- 
tingencies. 

Central supply’s shelves bulged with extra treat- 
ment and surgical travs. Two ambulance crews and 
80 house and attending medical staff members stood 
by three emergency and eight regular operating rooms. 
All regular schedules in the OR had been postponed 
until after the hurricane to release equipment and 
staff for casualty operations. This was a costly deci- 
sion for the hospital, but one that guaranteed safety 
to patients in the sudden power failures almost in- 
evitable in a hurricane. Employees and volunteers 
were on duty with every conceivable type of emer- 
gency equipment. 

One of the most unusual and vital invitations Mt. 
Sinai extended was to expectant mothers. Any woman 
pregnant five months or more was welcome free of 
charge for the duration of the storm. 

Ninety women (who were not regular patients) ac- 
cepted this offer. All 90 were glad to be there-even 
when the storm’s unexpectedly slow progress meant 
curling up on couches or mattresses on the floor. The 
invitation proved particularly timely when low pres- 
sure of the hurricane, howling winds and excitement 
sent five of these women into the delivery room early. 


Emergency saw activity before, during, and after Hurricane Donna. 
Casualties suchyas this young fellow received quick expert attention. 
Assistant executive director Isidore Maislin (in b suit) was offi- 
cially on vacation but returned to work throughout the hurricane. 
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The modern equipment in Mt. Sinai is impressive. 
But the newest installation is only as good as the staff 
that operates it—especially in an emergency. 

The staff at Mt. Sinai was calm. Morale was high, 
even if nerves were taut. One staff member, pointing 
to Mr. Gertner, said privately, “We'd follow him 
through hell or high water—and it sure looks like 
we're going to get both!” 

What inspires such a comment? In this case, it was 
advance thought and planning for employees’ peace 
of mind as well as safety during the storm. 

“To get our staff here,” explained Mr. Gertner, 
“and keep them here happily so they can do their 
jobs expertly, we invited them to bring their worries 
with them.” The “worries” he referred to consisted 
of about 40 youngsters—children of the hospital's em- 
ployees. They were brought to the hospital at the 
onset of the storm and were housed in a supervised 
day-room, complete with cribs, mattresses, games, and 
candy bars, while their parents stood by on emergenc 
duty. “With these ‘little worries’ off their minds,” 
Mr. Gertner grinned, “our employees can devote ev- 
ery thought to doing a better job for patients and the 
hospital.” 

And on another floor, elderly or invalided rela- 
tives of the hospital employees were comfortably 
cared for too. All would be given free meals. 

Visitors from all parts of the country were among 
the 1500 patients, casualties, expectant mothers, and 
staff who weathered Hurricane, Donna. The storm 
itself was unexpectedly light; but it was prepared for 
in the best hospital tradition. 

The precautions taken for this storm prove the at- 
vantages of an administration that prepares well in 
advance of any disaster to equip itself to be self-suff 
cient; to inform its employees of procedures, what 0 
expect and which responsibilities rest with cach de 
partment; and, perhaps most important oi all, © 
relieve its employees of all outside persona! wortié 
so that they may give their best to the job of caring 
for victims of the disaster. 
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Consultant's Corner 


By John G. Steinle 


Q. Is it feasible to combine postoperative recovery 
with intensive care units and are there any advantages 
to the patients and to the hospital? 

A. We have found that combining postoperative 
recovery units with intensive care units have many 
advantages to patients and to the hospital. This con- 
cept and philosophy has been enthusiastically received 
by physicians, surgeons, nursing departments, and 
administration everywhere it has been proposed, for 
reasons which include: 

e The nursing skills, facilities, and special equip- 
ment required by both types of patients is almost 
identical (the same can be held for intern and/or 
resident coverage). 

¢ One service can expand or contract into the 
other as per demand. 

¢ Duplication in space, staffing and equipment can 
be avoided. 

e¢ The service can be kept staffed and running 
around the clock, especially in the smaller hospitals. 
Thus recovery patients don’t have to be shunted off 
to general, usually understaffed, nursing areas at an 
arbitrary hour before such a transfer should occur. 


Q. In a 300-bed hospital, administratively where 
should inhalation and I.V. therapy be assigned? 

A. In several situations, it has been found medi- 
cally practical and administratively sound to have 
these under the direction of the department of anes- 
thesiology. At least one hospital (The Hartiord 
(Conn.) Hospital) has very successfully included blood 
drawing and blood-administration within this consoli- 
dation. The usual practice for blood services includ- 
Ing processing, etc., is to assign this activity to the 
division of laboratories. However, too often the 
inhalation and I.V. therapy has been left dangling 
without clear-cut assignment of responsibility. 


Q. What do you recommend for nurses’ meetings 
and minutes? 

A. The director, supervisors and head nurses should 
meet at least once a month. There should be a regu- 
lar published agenda. At least one hour of each 
meeting should be devoted to the following subjects: 

~ New technics of nursing | 

General administrative problems 

~— Coordination of activities with other departments 
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— Problems in integration with the education pro- 
ram (if there is a school of nursing 

— Methods improvement 

— Training programs 

— Recruitment 

Many hospitals have found that regular meetings 
of the entire nursing staff are invaluable for develop- 
ing a good morale. These meetings should include 
an interesting and stimulating speaker, and they 
must be scheduled so that two complete identical ses- 
sions are held so all nurses can attend. A separate 
“nurses’ association” is also recommended. This asso- 
ciation should plan educational and recreational 
events. Representatives of the association should sit 
with management in considering salary, vacation, sick 
leave, fringe benefits and other personnel policies. 


Q. In a hospital over 200-beds, where should the 
responsibility be for the care of surgical pediatric 
patients? 

A. We have observed a number of situations where 
dual authority over pediatric surgical cases has been 
attempted. This arrangement usually causes more 
conflict than it avoids. The basic rule is that one 
service must be responsible for the patient. The 
pediatric specialty came into existence because of the 
unusual needs of children. The pediatrician’s con- 
cept is the total child. The surgeon is concerned 
about a specific area of the patient. Considering all 
elements, psychological as well as physiological, in- 
volved in the care of the surgical pediatric case, the 
overall responsibility can more effectively be met by 
the pediatrician. 

Medical policy for the pediatric nursing unit is set 
by the pediatric staff. It is geared to the special prob- 
lems of children. The enforcement of policy is the 
responsibility of the pediatric staff. The surgeon 
obviously must see the pediatric patient and be re- 
sponsible for his area of the individual patient, but 
the overall care should be that of the pediatrician, on 
the pediatric unit, both post-operatively and_ pre- 
operatively. 

I believe that it is bad practice to care for pediatric 
surgical cases anywhere else except on the pediatric 
unit. All elements of this unit are geared to the 
needs of the infant. Instruments, needles, technics, 
nursing concepts and rules are designed for this 
special patient. 
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Two Illinois Hospitals 


Gross $21,000 in 
Fourth Annual 


Joint Fun Fair 


leon C. Pullen, Jr., above, administrator of 
Decatur and Macon County Hospital, coaches 
Queen Debra Barnabee for her forthcoming 
meeting with King Michael McGeehon. At 
right, she holds onto her aplomb—and the 
king, who seems to be ducking the rites. 
Sister M. Jane, administrator of St. Mary's 
Hospital, is left holding his crown. She placed 
it deftly on the king’s head when he came 
up for air. 
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A tradition in the space of only four years, the 
1960 annual Fun Fair sponsored by the auxiliaries 
of the Decatur and Macon County and St. Mary’s 
hospitals, topped the previous year in terms of 
gross receipts and customers. 


One of Decatur’s most popular projects, the 
fair is a town cooperative effort that this year 
attracted 215 business firms, 29 church groups, 
88 civic organizations, and 65 individuals, all giv- 
ing of merchandise, amusement concessions, 
money, and time. 


Nearly all of the several hundred women of the 
two hospital auxiliaries were on hand at some time 
during the two-day fair, and one CPA, assisted by 
several bank tellers, was on hand all the time, 
counting receipts. When the last hobby horse was 
stabled, and the last hot dog eaten, he was still 
busy counting, at home. The final talley was over 
$21,000, and net profits of $15,000 were divided 
between the two hospitals. 


Mayor Robert A. Grohne and Park Commissioner 
Dr. R. Zink Sanders, took part in the ribbon-cut- 
ting ceremonies at 6 p.m. June 6. . . and stepped 
back gingerly as an estimated 13,000 moppets 
and grownups swarmed into the grounds to see the 
sights, ride the rides, play the games, laugh and 
eat. Over 3,000 of them sat down to the fish fry 
Prairie Plate dinner. 


Second-day guests included the boys of the Op- 
portunity House and the girls of the Welfare 
Home. The children were given $4 worth of tickets 
as guests of the Downtown Decatur Council. With 
free run of the 21 booths and 18 concessions on 
the midway, the youngsters were out of sight, and 
out of mind, in record time. The more impulsive 
also set something of a record in running out of 
funds—but not fun, which lasted till the last revel- 
ler was rounded up for the trip home. 


Leon C. Pullen, Jr., administrator of Decatur 
and Macon County Hospital, and Sister M. Jane, 
administrator of St. Mary’s Hospital, agreed that 
the joint Fun Fair is as exciting for them as it is 
for the youngsters. They were in single voice in 
Stating that every hospital needs a financial assist, 
and when it is given through the warm hearted 
efforts of the community working hand-in-hand, 
its more than the currency that counts. 


“Who will buy my balloons?” As it turned 
out, almost everyone who came within 
sight of this auxiliary member with her 
colorful wares. 


A spun candy cone, it appears below, 
tickles the nose as well as the palate. ‘It 
just looks big because | just bought it,’”’ 
it won‘’t in a couple of minutes.” 
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The pulled-down lip, above, may not put a girl at her best esthetically, 
but it does wonders for her concentrated effort to put the competition 
out of business in the pin ball alley. Her opponent goes along with 


the facial assist, which may have been a mistake; he was put out of 
business. 


A new version of the old fish pond, Pick-My-Pocket invited fair-goers 
to dip into the commodious pockets of two women of the Decatur 
Community League. Eager hands were hard on the pockets, which 
had to be restitched now and then, but the glee over the surprise 
packages lasted all during the fair, and afterwards. 


HOSPITAL TOPICS 


Ok 
of 
or 
the 
ou 
gr 
tre 
we 


. 
\ 
we 
= 


ers 
itur 
ich 
rise 


Old Home Week for hospital babies. Veterans 
of all four Fun Fairs, and all born at one 
or the other of the participating hospitals, 
these boys and girls were especially decked. 
out for the occasion. They served as official 
greeters, when their attention wasn’t dis- 
tracted by the broader interests of the mid- 
way. 


Well, it’s the end of the ride. . . . The boy on the left is still enjoying 
the swing and sway of the shell-like cab, but the lad on the right 
seems downcast ‘hat it’s all over. Of course, it could be that the 
motion combined with the spun candy had something to do with 
his momentarily gloomy outlook. 
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The speed demon on the left clangs his bell and flashes his smile at 
the slowpoke clown across the page. Granted the youngster made 
better time around the track, the clown and his hybrid vehicle re- 
ceived more attention and encouragement enroute. 
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How to Compute A Patient Day 


By Evelyn Bunting, R.R.L. 


The monetary relationship between a hospital and 
its patients is likely to be a more complex one to- 
day than it was 25 or 30 years ago. In the past, the 
old) rough-and-ready division between paying pa- 
tients and charity patients covered most instances, 
and accurate determination of that unit of service 
known as the patient day was not, perhaps, as impor- 
tant as it is now. For today, reimbursement to hos- 
pitals for services rendered to patients is more and 
more frequently performed, in whole or in part, by 
third party agencies, and there are a number of 
these. 

Hospitalization policies, for example, are increas- 
ingly becoming a part of the insurance portfolio of 
every well-protected family or individual. These pol- 
icies may be placed with that large and very  suc- 
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Author Bunting (I.) and Bathic Karklinsky, R.N., pose before the 
building presently housing the medical records department of the 
Hadassah Hospital in Israel during their recent survey of the 
hospital. The medical records building—originally used by the Chris- 
tian Mission Society—is one of five which were utilized when the 
Hadassah-Hebrew University Medical Center had to vacate its old 
Mount Scopus Center due to political reasons. 

Miss Bunting is vice-president and a former president of the 
Greater Philadelphia Association of Medical Record Librarians. She 
is now serving as a consultant with D. H. Tarlow & Company, N.Y.C. 

Her friend, Miss Karklinsky, is in charge of Hadassah’s medical 
records department, and will eventually organize Israel’s first school 
for medical record librarians. : 


cessful nationwide and voluntary insurance plan — 
Blue Cross, or they may be placed with any one of a 
number of commercial insurance agencies. In cither 
case, however, the function of reimbursement to the 
hospital will be performed, wholly or partly, by a 
third party agency. Then, in many cases, the bill 
for the patient’s care will have been assumed by a 
charitable agency, which may be any one of three 
types, private, semi-private, or public. Finally, the 
question of the unit cost for days’ care rendered to 
patients is olten an essential item in certain con- 
tractual relationships the hospital may have with 
various county, municipal, or state agencies. 

These various considerations show how the whole 
picture of reimbursement of hospitals for services 
rendered to patients has changed and become more 
complicated in recent years. From the statistical and 
accounting point of view, these changes have brought 
into much sharper focus the need for an accurate 
computation of that unit of hospital service known 
as the patient day. For it is this unit that serves 
most frequently as the agreed-upon basis for reim- 
bursement. 

The present discussion may therefore most profit- 
ably begin by a consideration of the meaning and 
definition of the term patient day. When we speak 
of the patient day as a unit of hospital service what, 
precisely, do we mean? 

Perhaps the clearest and most concise definition 
is that offered in the Handbook on Accounting, Sta- 
tistics and Business Office Procedures for Hospitals, 
published by the American Hospital Association. In 
section I of the 1950 edition the following definition 
is offered: “A patient day is that period of service 
rendered an inpatient between the census - taking 
hours on two successive days, the day of discharge 
being counted only when the patient was admitted 
that same day.” (Pp. 16-17.) 

The census is, of course, the number of patients 
who are occupying hospital beds at any given time. 
It is common hospital practice to take this count at 
midnight, and to take it once during every 21-hour 
period. If it is not practical to take the count at 
midnight, a specified 24-hour period is used. The 
count, however, must be made each time at the same 
hour. It is not correct, for example, to take it at 
2 p.m. on one day, and then at 7 p.m. the following 
day. 

In considering the definition given for the pa 
tient day, it is important for the reader to «nder- 
stand that in the case of a patient who is both 
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Touring record librarian Bunting (I.) and compatriot 
Karklinsky stand on hill before new $25 million 
Hadassah-Hebrew University Medical Center, Israel. 
Dedicated just two months ago, work on the center 
was nearing completion when photo was taken. The 
building was completely financed by the American 
women’s Zionist organization and will be the center 
of Hadassah’s health services to Israel. 


admitted and discharged the same day, a_ patient 
day is counted, provided he occupies a regular hos- 
pital bed and a hospital chart is maintained fon 
him. It is also important to note that the patient- 
day formula definitely excludes both the outpatient 
and the private ambulatory patient who may have 
services performed for him in the hospital and. stay 
in the hospital for several hours, yet not, during that 
interval, occupy a hospital bed. 

It is perhaps scarcely necessary to point out that 
the term “hospital bed” means a bed in the hospital 
available to a patient for 24-hour service. Thus a bed 
in the emergency department on which a patient may 
rest following teatment or minor operations is not 
included in the complement of hospital beds. Nor are 
those beds included which are located in special 
diagnostic or therapeutic departments such as x-ray, 
physical therapy, or blood bank, for it is upon these 
that patients merely rest following examination and 
treatment. These patients are not, at such times, 
occupying a hospital bed in the sense that they are 
not receiving the 24-hour services to which such oc- 
cupancy entitles them. 

Considering the patient day as a unit of service, 
if one wishes to determine the number of patient 
days the hospital has provided during any single day, 
the method is simple. One takes the midnight census 
at the beginning of the day, adds one patient day 
lor each admission, and deducts one patient day for 
each discharge. To the total thus obtained, one then 
adds one patient day for each patient who has been 
both admitted and discharged during the day. 

For example, suppose that the midnight census at 
the close of December 5 shows a count of 80 patients, 
and that on December 6, 14 patients are admitted to 
the hospital, while eight patients are discharged. 
Adding 14 to 80, one obtains a total of 94, and sub- 
tracting 9 from 94, one obtains a total of 86. Two 
patients, however, have been both admitted and dis- 
charged on December 6. One, therefore, adds 2 to 86, 
thus obtaining a total of 88, and this figure indicates 
the number of patient-days care for December 6. One 
can arrive at the same patient-days figure by adding 
to the midnight census of December 6 (which is 86, 
Masmuch as during that day 14 patients were ad- 
mitted while 8 were discharged), the number of pa- 
Yents who were both admitted and discharged during 
the day, which is 2, 

In determining and applying the patient-days unit 
of service, problems arising from the hospital's pro- 
cedure may develop. For example, many hospitals 
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charge patients for fractional parts of a day. Or they 
may charge for the day of discharge alter a certain 
“check-out” hour. In these instances, if the hospital 
uses a midnight census to calculate its total inpatient 
days, such calculated total inpatient days will almost 
always differ from the total number of days for which 
inpatients are charged. For this reason, the figures 
used in recording and reporting total inpatient days 
of care rendered should always be based on censuses, 
admissions, and discharges. They should never be on 
the basis of days for which patients might be charged. 

It is also important to note that the administrative 
statistics of a hospital may indicate a very different 
picture from that shown by the statistics ol the medi- 
cal record librarian. The latter set of statistics are 
computed only upon a patient’s discharge from the 
hospital, and in their computation the days-care fig- 
ures are classified according to the medical classifica- 
tion of the particular services rendered the patient 
during his stay. For example, a patient admitted to 
the hospital for an operation who developed pneu- 
monia alter the surgery may have a number of surgi- 
cal days-care and a number of medical days-care. 

It is important to remember that the statistics of 
the medical record librarian are not totalled until 
alter the patient has been discharged from the in- 
stitution. In the past the differential unit between 
the administrative statistics and those of the medical 
record librarian was not too great, and the resultant 
difference, therefore, did not materially aflect the 
quotient. However, the situation is different today. 
For instance, geriatrics and chronic cases are treated 
in general hospitals to a much greater extent now 
and it is not at all uncommon in some hospitals to 
find that as much as 15 percent of the census at the 
close of any fiscal period may consist of patients who 
have been in the hospital for periods of more than 
H0 days. 

Therefore, it is obvious that 7f the medical record 
statistics are used as a basis for patients’ day-care 
units, and the figure thus arrmwed at ts employed for 
calculating per diem costs, a serious erro results. 
For in the statistics of the medical record librarian 
an insufficient number of units have been picked 
up for any particular period, since only discharged 
cases have been brought into the complication of 
units. If these figures are employed in the calcula- 
tion of operating costs, it means that a figure is used 
which, for that particular fiscal period, is much higher 


(Continued on next page) 
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than the actual cost. For the figure was determined 
by dividing the operating costs for the total period 
by a lower unit total, and thus the accountant ends 
with a per diem cost figure that is higher than the 
actual cost. 


From the foregoing, the reader may naturally con- 
clude that the statistics from the medical record 
librarian have no proper place in the periodic cost 
reports the hospital administrator submits to his 
board of trustees. In a sense, of course, as has just 
been pointed out, this is quite true, since the use of 
these statistics may not reflect an accurate picture of 
hospital operating costs. On the other hand, it would 
be quite erroneous to assume that for this reason the 
medical record librarian statistics have no value for 
the hospital administrator. On the contrary they can, 
in their own way and when properly understood and 
employed, offer him quite as much guidance as he 
receives from the administrative statistics. 

The report that the medical record librarian sends 
to the administrator contains such vital items as sta- 
tistics concerning post-operative infections, rate of 
consultations, maternal deaths, errors in diagnosis, 
and so on. While the employment of such statistics 
in the process of determining unit costs is an error 
that may lead to disastrous results, the figures never- 
theless do bear a relation to hospital operating costs, 
and as such they are, therefore, of important interest 
and concern to the hospital administrator. Without 
them, he would not have a total or accurate picture 
of the operations of the institution for which he is 
responsible. 

On the other hand, it is the job of the admissions 
office to maintain patient-day statistics on a daily 
census basis. This can readily be done by keeping 
records under the following eight headings: 
. Census on hand—midnight 
. Total admissions 
. Total transfers in 
. Total to be accounted for 
. Discharges 
Deaths 
. Transfers out 
. Balance remaining midnight. 

If the reader will bear in mind the definition of 
patient-days care previously given, as well as the ex- 
planation of how this figure is arrived at, he will 
readily see that in the administrative office figures 
item 8 would reflect the patient-days care for any 
particular day (plus those admitted and discharged 
the same day). 

These administrative statistics should be summar- 
ized daily and totalled at the close of each month. 
These figures actually do reflect the days care given 
to patients and they are, therefore, the basis that 
should be used in the determination of units of cost 
for particular periods. 

The average length of stay in the hospital is also 
an important item of information from the point 
of view of the hospital administrator. The Handbook 
on Accounting of the American Hospital Associa- 
tion (mentioned before) defines the average length 


of stay as the “the average number of paticnt days 
of service rendered to each inpatient during « given 
period.” The manual also recommends that average 
length of stay be determined by “dividing the total 
number of patient days (excluding newborn) during 
a period by the total number of discharges anc deaths 
(excluding newborn) during the same period.” 

In the experience of this writer, the procedure of 
dividing the total discharges reported by the ac. 
counting or admissions office will provide an accu. 
rate and simple method of determining the average 
length of stay of patients. This points up one of the 
many uses to which the hospital administrator can 
put the statistics of the medical record librarian, 

From the point of view of the hospital admin- 
istrator, the average length of stay of patients is an 
important item of information. He will find his 
knowledge concerning this point of great assistance 
in such matters as dealing with Blue Cross agencies 
and in public relations. Blue Cross and the com 
mercial insurance companies place much emphasis 
on the average length of stay of patients in making 
their contractual arrangements with hospitals. Hence 
it is important for the administrator to have this 
information at his fingertips. 

It is interesting to note in this connection that 
some of the more recent medical practices and pro- 
cedures have had an interesting effect on the aver- 
age length of stay of patients. For example, during 
the last 30 years there has been an increasing ten- 
dency on the part of doctors to induce early ambu- 
lation after surgical treatment. The results have shown 
that this procedure is definitely a factor in promot- 
ing early recovery. Naturally, early recovery leads 
to early discharge. This in turn, has operated in many 
cases to decrease the average length of stay of pa 
tients. 

From the point of view of the administrative pic 
ture as a whole, the shortening of the average length 
of stay of patients is responsible for the striking fact 
that while the per diem cost of patient care has un- 
doubtedly increased, many hospitals find that the 
over-all cost for treatment of patients has decreased. 
Many factors, of course, have operated to contribute 
to the increased cost of hospital care: salaries are 
greater, costs of material and supplies have increased, 
and new medicines, such as the antibiotics, and new 
and extensive diagnostic and therapeutic equipment 
have been developed—all these factors mean that the 
cost of hospital care has increased steadily. On the 
other hand, the over-all cost of such care has been 
reduced by concentrated intensive care, featuring such 
modern medical practices as early ambulation. This 
picture, revealed by the correct use of both admin- 
istrative statistics and statistics of the medical rec 
ord librarian, is one of great advantage to the hos 
pital administrator in public relations. 

Thus, in conclusien, we may emphasize the vital 
need for both types of statistics—administrative and 
medical record. The main point is that in the dynamic 
hospital program, care must be taken as to the 
proper use and interpretation of each. 
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Determining Nursing Staffing Patterns 
for an Intensive Care Unit 


By Edward P. Robinson 


Topics liere presents the first of a three-part article 
by the first-prize winner of this year’s TOPICS’ edi- 
torial competition for hospital administration gradu- 
ate students. The complete table of contents for Mr. 
Robinson’s thesis is below. Parts I through IV-B will 
be covered in this month’s article; IV-C and D will 
appear in November’s Topics; and V-VII and com- 
plete bibliography will be published in December. 


I. Introduction 
ll. Definition of terms 
lll. Review of the literature 
IV. Approach, scope and methodology 
A. Cost analysis 
B. Pilot study 
C. Work sample 
D. Limitations and variable factors of the 
study 
V. Interpretation of findings 
Vi. Conclusions 
Vil. Recommendations 
Bibliography 


I. Introduction 
This thesis will concern itself with determining nurs- 
ing staffing patterns for an intensive care unit. The 
concept of progressive patient care, with its inclusive 
intensive care phase, has been steadily exerting an 
ever-widening influence over patterns of hospital care. 
A form of intensive care continues to be given in 
essence to critically ill patients located throughout 
the house in hospitals that have not adopted the 
progressive patient care program. The establishing of 
a specifically designated intensive care area has pre- 
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sented a promising picture of increased effectiveness 
and efficiency in patient care in many hospitals. The 
question still remains, however, as to the role of 
cost factors—those already present plus newly added 
ones—and their effect on the economy of a hospital 
wishing to institute an intensive care unit. 

This thesis intends to develop a guide for nursing 
patterns by presenting a study of an intensive care 
unit actually functioning from the view of gaining 
a further insight as to the effectiveness and economy 
to a hospital. 


ll. Definition of terms 


Cost factors are functions whose services contribute 
to the accumulation of a combined basic expense for 
a particular revenue cost center through a direct and 
indirect reapportionment of the value of these services. 
A revenue cost center is a facility such as the labora- 
tory, or X-ray, or intensive care, that receives the dis- 
tribution of costs from the service centers and charges 
rates to produce income. Service centers and depart- 
ments include such functions as nursing, administra- 
tion, accounting, engineering, etc. 

Direct costs are those that are accumulated by the 
nursing service and are attributed entirely to the 
revenue cost center being studied, which is intensive 
care in this thesis. 

Indirect costs are those apportioned to the particu- 
lar revenue cost center by the second distribution of 
expenses accrued in cost analysis method three (used 
in this thesis) whereby service cost centers allocate 
costs to revenue cost centers and all the other service 
cost centers, and in turn receive allocations back from 

(Continued on next page) 
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these other service cost centers in the first distribu- 
tion. Then the service cost centers redistribute these 
accumulations to the revenue cost centers via the 
second distribution,! 

Intensive care is that phase of the over-all concept 
known as progressive patient care that concerns itself 
with critically ill patients in need of the service 
of this type of hospital care. Progressive patient care 
is a pattern with several care zones which would 
include intensive, normal, self-service, rehabilitation, 
and home care. The patient may enter at any level 
and be rotated through the necessary levels according 
to medical need. 

The intensive care phase is designed for those 
patients who are determined by their physician to be 
critically ill or require special post-operative care, 
in accordance with the criteria established 
ordination with the medical staff concept. Intensive 
care of special post-operative cases would not replace 
the recovery room but, rather, would be an extension 
of it. The recovery room would continue to receive 
initially all post-operative cases from the operating 
room and would then transfer the patients, when 
medically acceptable, to the various areas of the 
hospital most suitable to the needs of the patient. 
Hospital facilities in intensive care, including per- 
sonnel and equipment, would be specifically oriented 
to provide the type of special care necessary.? 

Nursing staffing patterns consist of the nursing 
service (graduate, practical, student, aide)—patient 
ratios necessary to provide intensive care in conjunc- 
tion with maximum utilization of the nursing per- 
sonnel. 


lil, Review of the literature 


Classification of patients according to their needs has 
been carried out by the Japanese tor centuries, and 
for more than 40 years by Dr. Albert Schweitzer in 
equatorial Africa. During World War IL the military 
practiced a form of progressive patient care. The trend 
took on added emphasis following the conclusion 
of World War II, when an increase in the number 
of major surgery cases led more and more hospitals 
to establish post-anesthesia recovery rooms. The in- 
tensive care phase of the total concept evolved fron 
an extension of the recovery room’s concentrated care 
to the idea of a separate hospital unit for the critically 
ill both in surgical and medical cases.’ At the present 
time there are approximately 80 hospitals with in- 
tensive care units, 40 with self-service units, and six 
with all inclusive phases.‘ 

The U.S. Public Health Service has been conducting 
an over-all study of the progressive care pattern at 
the Manchester Memorial Hospital in Connecticut.> 
In recent discussions it was found that the need was 
great for more exact cost information." In Manchester, 
costs have been arrived at for each factor based upon 
the services the patient received. The feeling in recent 
symposiums is that intensive care costs would be 
higher than present hospital average costs and that 
self-service costs would be respectively lower.’ 

The nursing service is the cost factor most in- 


46 


fluencing intensive care costs.* Studies by the Public 
Health Service of units already in operation suggest 
that it is believed that approximately six intensive 
care patients are as many as can be kept undcr ade- 
quate supervision by a nursing team. The necd has 
been cited for more research in the area of costs and 
nursing patterns and for the appropriation of funds 
to be set aside every year for basic research.® 

Questions set forth in the literature include those 
regarding whether intensive care, as well as the whole 
progressive care pattern, actually offers lower costs 
and fully utilizes the medical and nursing staffs to 
the best advantage. 

There has been little evidence of concentrated 
studies pertaining to direct and indirect nursing serv- 
ices and their subsequent effect on staffing patterns 
and resultant costs, that would enable a hospital to 
consider the impact of these factors before launching 
an intensive care program. 


IV. Approach, Scope and Methodology 


A. Cost Analysis 


There are three basic methods of cost analysis and 
cost distribution. These are method one, method two, 
and method three. Method three is the more compre- 
hensive and detailed and presents the most reliable 
manner of distributing costs. Administrative decision 
determines which of the three methods is to be used 
according to the needs, information desired, and 
financial resources of the hospital. 

As the nursing service is responsible tor the most 
substantial contribution to patient care it is necessary 
to staff proper patterns in order to utilize nursing 
personnel to the maximum extent. 

These nursing staffing patterns will determine, in 
conjunction with costs distributed from other serv- 
ice departments such as engineering, housekeeping, 
laundry, dietary, etc., the total cost of an intensive 
care unit in a hospital. 

This thesis will concern itself with the establishing 
of a nursing staffing pattern that will present maxi- 
mum effectiveness in intensive patient care.'° 


B. Pilot study 

A pilot study of an actual intensive care unit in 
operation was decided as the most appropriate method 
by which to gain the necessary information to fulfill 
the goal of the thesis. The project was conducted in 
the Western Pennsylvania Hospital of Pittsburgh, Pa., 
which will hereafter be referred to as West Penn. 

West Penn is a non-profit short-term, general hos- 
pital which has 560 adult and pediatric beds and 65 
bassinets. It is presently in the midst of an expansion 
program that will increase the bed capacity by ap- 
proximately 90. In February of 1960 the new 5F wing 
was opened with 26 beds constituting the intensive 
care unit of the hospital. The hospital intends to 
enter into the entire progressive patient care p.ittern 
in gradual stages, with the self-service phase to lollow 
the renovation of certain hospital facilities. 

The following statistics are presented regarding the 
West Penn Hospital in order to enable the :cader 
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io more easily visualize the manner in which the pilot 
gaudy was conducted in the pilot hospital. 


Fiscal Year 1958-1959 


inpatient adult and pediatric admission 16,191 
Total census days......... -....... 167,584 
Average daily census 460 
Average daily medical census 210 
Average daily surgical census silo 198 
Full-time personnel (total hospital) 
Part-time personnel (total hospital) 75 
Nursing personnel 
Graduate professionals (full-time) 198 
(part-time) 48 
Supervisors and asst. supervisors 9 
Head and asst. head nurses 24 
General duty (full-time) 99 
(part-time) 43 
Net patient revenue $4,798,230: 
Total $5,107,735 
Expenses 
Other $1,729,378 
Payroll 3,321,516 
Total $5,050,894 


Certain decisions were necessary and it was decided 
that the proper manner in which to initiate and con- 
duct the pilot study would be through meetings in 
order to secure the thinking and planning of those 
executive personnel whose services would be involved. 
To this end a conference was held under the auspices 
of the hospital administrator and included the chief 
of the medical staff, the anesthesiologist, two surgeons, 
a medical specialist, the director of nursing, associate 
directors of inservice nursing and nursing education, 
nursing supervisors, the management engineer, and 
the author. 

At this meeting several important decisions were 
made through the efforts and cooperation of all. 
These were: 

1. The selection of a proper site for the research 
area and the Getermination of the number of beds to 
be studied. The pilot area had to meet the necessary 
conditions of being established as an exact, in so 
far as possible, functioning intensive care unit; be 
accessible yet be contained enough so as to present 
a proper research area and atmosphere; and be able 
to take its part in the normal functioning of the 
hospital operation so that the hospital could con- 
tinue to give needed care throughout its facilities. 

A 10-bed ward on the 4C nursing pavilion was 
selected as the pilot study area. The ward had just 
been completely refurnished and had not been oc- 
cupied for the previous two months. It could be 
separated {rom the remainder of the 4C nursing floor 
through means of a curtain covering the portals, 
and it would present an excellent research area. The 
medical staff representatives, nursing, and administra- 
tion unanimously agreed on the choice and it was 


OCTOBER, 1960 


decided, due to the nature of the project and the 
necessity of installing equipment, that eight patient 
beds be set up instead of the ten beds the room 
would. normally hold. Nursing would be responsible 
for stafing the unit, which would include graduates, 
senior students, practical nurses, and nurse aides. 
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Diagram of pilot unit. 


2. The five members of the medical staff present 
were to constitute an Intensive Care Medical Com- 
mitte of the hospital. The physician elected as head 
of the committee would act in an administrative deci- 
sion-making capacity as regards the placement and 
transfer of patients to and from the unit. The attend- 
ing physician would, as always, be in medical charge 
of his patients. This committee would become a regu- 
lar, functioning committee of the medical staff such 
as the admissions or operating room committee. 

3. Admission criteria and procedures for transfer 
were then discussed. It was felt by those in attendance 
that criteria established would be based upon past 
experiences of other hosptials having an intensive 
care unit and upon the experience of the West Penn 
Hospital personnel and their viewpoints as to the 
feasibility of certain procedures. Also it was decided 
that while basic criteria are necessary, it should also 
be realized that flexibility, as to the varying situations 
throughout the hospital, should remain the keyword. 

The following purposes and criteria were agreed 
upon: 

(Continued on next page) 
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A. The intensive care unit would assure intensive 
care for acutely or critically ill medical and surgical 
patients (not moribund). 

B. Constant observation would be used for pa- 
tients receiving continual medication or treatment 
such as Levophed or 15-minute blood pressure read- 
ings. 

C. Patient care would be improved on general 
floors by removing critically ill patients, thus per- 
mitting the nursing staff to give their full attention 
to patients less critically ill. Actually the hospital 
already had been giving intensive nursing care in 
that these critically ill patients to be selected for 
the unit were now in the house and being treated. 
4. Assurance would be given the patient’s physician 

and relatives that critically ill patients would receive 

the most efficient and best continued nursing care 
within the means of the hospital. 
5. Priority would be given to the following types 
of patient illness: 
A. those needing to maintain or establish an ade- 
quate fluid balance and renal function; 
B. the maintenance of cardiovascular integrity; 
C. the control of toxemia of metabolic or infectious 
origin; 
D. the relief or prevention of severe shock from 
any cause; 
E. the maintenance or establishment of an adequate 
airway; 
F. patients admitted to the hospital in critical con- 
dition. 


6. Initial admissions to the pilot study area were 
to be accomplished through the process of having 
the nursing staff present to the Medical Staff Inten- 
sive Care Committee—immediately prior to the open- 
ing of the unit—a list of the most critically ill patients, 
regardless of medical or surgical, male or female, 
already in the house who would meet the aforemen- 
tioned criteria. 

The Intensive Care Medical Committee would then 
screen these patients and select, on their medical 
judgment and in conjunction with the attending 
physician, those most in need of admission to the 
intensive care area. 

Once the unit was in continual operation patients 
would be admitted by having their attending physician 
request admission through the committee. 

Patients would be transferred from the unit on the 
order of the attending physician or when, in the 
opinion of the nursing supervisor, they could be cared 
for adequately in another area. The nursing super- 
visor would then recommend to the physician in 
charge of the unit when transfer was applicable in 
order to care for other patients needing admission 
to the area. 

The policies would be flexible in that when the 
occupancy of the intensive care was high, and a waiting 
list was in evidence, the criteria would be especially 
stringent; when the occupancy was lowered and _ beds 
were available the criteria would flex enough to 
permit freer access to the unit. All differences of opin- 


ion on admission or transfer of patients would con; 
under the jurisdiction of the Intensive Care Medic, 
Committee. 

7. Visitors to the intensive care unit would he 
permitted under controlled conditions. One wou) 
be permitted at the bedside while the others remaine 
in the visiting room which was established imny. 
diately adjacent to the area. 

8. When possible, it was recommended that cloth. 
ing and other possessions of all patients should ly 
sent home with relatives. 

9. The preliminary opening date would be Janu. 
ary 11, 1960, and the three-week study would begin 
on January 18, 1960. 

10. The medical staff would be informed of th 
plan by the chief of staff. 

11. All hospital personnel concerned would ly 
informed of the project. 

This meeting was followed by another meeting the 
next day to eliminate any technical difficulties thai 
might arise and to properly provide facilities for the 
unit. Those in attendance at this meeting were the 
intensive care unit nursing supervisor, the in-service 
nursing director, the engineer, the executive house. 
keeper, admitting and reservations director, the man- 
agement engineer, and the author. 

Arrangements were made to: 

1. Properly equip the area to include a_ nursing 
station with two telephones, medication facilities, 
bedside tables, chairs, a sink and suction machines. 

2. Curtains would be adjustable between patient 
beds. 

3. Asa corollary study, four crib beds, two recovery 
room beds, and two general care beds were to be 
placed in the area to determine which was the mos 
acceptable. 

4. The admitting procedure would be channelled 
through reservations. When a patient was eligible for 
transfer the nursing supervisor of the intensive care 
unit would notify reservations. Reservations would 
then give this patient a priority for transfer within 
the house. When the requested accommodation was 
secured the intensive care unit would be_ notified 
and the patient transferred. New patients could then 
come from within the house or from the emergency 
room. 

All arrangements were completed and the project 
was ready to commence on January 11, 1960, as per 
schedule. 
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Operator inserts roentgenogram and _super- 
imposed diazo film into dry diazo machine 
for initial exposing cycle. 


A Method for Duplicating X-Rays : 


One of the recent developments in the x-ray field 
is an accurate, rapid, and relatively inexpensive proc- 
ess for duplicating roentgenograms. Utilizing lately- 
developed diazo materials, the method reproduces— 
in less than two minutes—direct positive duplicates 
with a satisfactory preservation of diagnostic detail. 
In fact, the main differences between the final dupli- 
cate and the original roentgenogram consist only of 
a thinner film base and a blue tone on the duplicate. 

The ability to reproduce roentgenograms has been 
a subject of long interest to all those who want to 
preserve interesting case material for teaching pur- 
poses. In a large teaching center particularly, the 
original films of a good teaching case may interest 
physicians in several clinical departments. Thus it 
sometimes happens that films signed out of an x-ray 
department for viewing by consultants or in confer- 
ences wind up trimmed and mounted for photography; 
and ultimately the films either take an honored place 
in a clinical colleague’s or a departing clinical trainee’s 
collection of interesting material, or they become mis- 
placed. 

In addition, valuable films placed in student teach- 
“Based on a report by Walter M. Whitehouse, M.D.; Fred Anderegg, M.S.; 
and Fred J. Hodges, M.D., department of radiology, University of Mich- 


gan Medical Center, and the photographic services, University of 


Michigan, Ann Arbor. 


Comparison of original roentgenogram (A) 
with final duplicate (B), both on same view- 
ing surface. Notice maintenance of diagnostic 
detail in duplicate. 
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ing collections are subjected to quite a lot of wear 
and tear and eventually need replacement. And in 
institutions with large student loads, some duplica- 
tion of instructional material could be advantageous 
for teaching parallel groups. 

The usual photographic processes can produce 
satisfactory duplicates of roentgenograms only by 
using an intermediate negative; hence two stages of 
wet processing are necessary. Solarization procedures 
can be utilized, but standardization of the method is 
difheult. and wet processing is still essential. Direct 
contact printing gives reversal of the image and 
therefore is not satisfactory for teaching purposes. 
Logetronic procedures can be utilized, but the equip- 
ment is relatively expensive and frequently the film 
texture is sufficiently changed to make it somewhat 
less desirable for presentation to groups inexperienced 
in roentgenology. 

Because of the extensive use of the diazo methods 
in other fields of duplication, and because of the 
easy availability of the equipment, its application to 
a method of reproducing roentgenograms was at- 
tempted by Fred J. Hodges, M.D., of the University 
of Michigan Medical Center in the early 1940's. How- 
ever, the sensitized diazo materi::ls which were then 

(Continued on next page) 
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available were not adequate to produce the needed 
diagnostic detail. Recently, though, a development 
in the production of continuous tone diazo transparent 
material led to further trial in the reproduction of 
roentgenograms. 

The material* is a doubly-sensitized transparent 
base designed for continuous tone direct positive 
reproduction. The equipment which was used in this 
processing is the standard dry diazo machine utilized 
for other university documentary reproduction (fig. 1). 
Since this equipment for diazo processes is already 
installed in many institutions for other duplicating 
purposes no adaptation is necessary for the method. 

The process is carried out in a lighted room. The 
transparent sensitized material is placed in contact 
with the roentgenogram and the combination is then 
placed in a roller system which exposes it to ultra- 
violet light from a mercury vapor lamp. Varying ex- 
posures can be achieved by different settings on the 
roller system which is calibrated in speed of trans- 
port of film in feet per minute. 

The exposed diazo sheet is then passed through the 
development cycle in ammonia vapor. The use of 
doubly - sensitized material necessitates two passes 
through the development cycle, one for each surface 
of the sheet. As stated before, the entire process from 
the first handling of the roentgenogram to the pro- 
duction of dry positive duplicate transparency takes 
less than two minutes. 

This duplicate transparency demonstrates the con- 
tinuous tone of the original roentgenogram with prac- 


*Manufactured by the Ozalid Division of General Aniline and Film Corpo- 
ration, Johnson City, N. Y. 


tically all of its initial detail (fig. 2, A, B). Detail j 
sufficient to maintain diagnostic quality. The majo; 
detectable differences in comparison to the origina 
are the thinner and more flexible film base and the 
varying shades of blue in which the roentgenographiy 
details are depicted. 

The transparent duplicate can be utilized in an 
way that the original might be used; in addition jy 
can be cropped and marked —a procedure one migh; 
hesitate to apply to the valuable original. ‘The dupli 
cating process can be carried out repeatedly without 
harm to the original film. 

Besides the obvious advantages of such material for 
teaching purposes, other applications suggest then: 
selves, such as the use of duplicates of important films 
for answering requests from other hospitals to whic) 
the patient might go. Demonstration of pathology t 
referring physicians could be achieved easily by send. 
ing a duplicate of the key film with the written report, 
thereby not disturbing the complete film file of the 
patient in the radiologist’s office. 

Another application would be the copying of sig 
nificant outside films; for instance, a duplicate could 
be used to provide a permanent record of a patients 
pre-operative status when the operation was performed 
on the basis of definitive pre-operative studies made 
elsewhere. 

Cost of the duplication material is not yet estab: 
lished, but it is estimated to be comparable to that 
of x-ray film. As mentioned before, since the diaz 
white-printer for exposing and processing the dupli- 
cate is already in general use in many teaching insti: 
tutions no special equipment is required. 


Rigid Codes, Safety Devices Necessary with X-Ray Equipment 


[The following is abstracted from a paper given at 
the recent AMA convention in Miami Beach.] 


Though physicians often have occasion to use radio- 
graphic and fluoroscopic equipment in their practices, 
it is unreasonable to expect them to be experts in the 
choice and maintenance of this specialty equipment. 
Manufacturers must produce equipment that is ac- 
ceptably safe to use and they must provide for its 
safe installation. 

Too often obsolete equipment is traded in for new 
and sold without any concern for the radiation haz- 
ards existing. Too often no improvements are made 
before resale. Rigid building codes and inspection 
codes control electrical fixtures and the attendant 
hazards. Similar codes should be enforced for safe 
installation and use of equipment encompassing a 
radiation hazard. Physicians installing x-ray units 
are urged to consult a radiologist if technical assist- 
ance is not available from the unit’s manufacturer. 


The items most pertinent to safety are not expen 
sive. They are almost invariably a part of new equip: 
ment and can be adapted to old. The one expensive 
device is the cone or beam-limiting device. Other 
safety features include aiming devices for proper ust 
of the machine; shutters to reduce the size of the beam: 
protection flaps around a fluoroscopic screen to pro 
tect the operator; and aluminum filters to reduce 
exposure. A shielded booth should be provided t 
protect the operator, and installations of x-ray equip 
ment should consider the safety of workers in adjacent 
areas. 


In Dade County (Florida), 204 radiographic and 
204 fluoroscopic machines were surveyed. Most wert 
in private offices or group clinics. The results were 
significant enough to warrant a careful evaluation 0 
X-ray equipment in use in any city.—C. AM. Sharp, 
M.D., J. O. Bond, M.D., E. G. Williams, M.D., J. 8 
Knapp, M.D., Jacksonville, Florida. 
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WHY NOT ALLOW CHILD VISITORS? 


By Maj. Leonard Berlow, USAF, MSC* 


Is this a familiar scene in your hospital: frustrated 
daddy standing on the front lawn holding up junior 
so that an anxious mother may see her child from a 
hospital window? We no longer see this in two Air 
Force hospitals — we now allow child visitors, and 
with very good results. 

Hospitals are traditional places. Over the years they 
have clung to many of the same ideas and technics, 
and as a result administration may find it is consider- 
ing the patient in a role secondary to its staff. When 
this occurs the purpose of the hospital is lost. 

This problem is recognized by Gable’ when he says, 
“An administrator may often regard the objective of 
his work in narrow terms related specifically to the 
treatment or case being administered. He may recog- 
nize that these objectives can only be reached insofar 
as the attitudes and sentiments of the patient do not 
resist the required activities. What is necessary is that 
the needs and desires of the patients be regarded not 
as hurdles to surmount but as an integral part of the 
objective for which the administrator is working.” 

In many hospitals there has been a break with tradi- 
tion by allowing unrestricted visiting hours. On the 
whole, patients and visitors have found this liberaliza- 
tion quite to their liking, and the initial negative at- 
titude of the staff has usually faded away as they be- 
come accustomed to the change. 

Assuming that patients want visitors; visitors want 
to visit; and sick children want and should have their 
parents — who’s left? What about mom and dad when 
they're hospitalized? Are they so secure and self-suff- 
cient that they can meet a hospital situation without 
fear? Not so, according to Reno?, who says, “Seeing the 
adult patient react as emotionally and irrationally as 
a helpless child and just as desperately needing to feel 
‘at home’ in the hospital should give impetus to a pro- 
gram to make comparable special provisions for him 
when he is hospitalized.” 

As we said before, we have found one of these special 
provisions to be children as visitors in our hospital. 
This includes a child of any age during unrestricted 
Visiting hours from 10 a.m. to 8 p-m. daily. 

This break with tradition was unthinkable a few 
years ago. Many reasons were advanced why it should 
not be attempted, with one always difficult to answer — 
the problem of cross infection. Today this argument 
has lost some of its validity with the remarkable medi- 


Peel Medical Administration Services, 805th Medical Group, U. S. 
T Force, Whiteman Air Force Base, Mo. 
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cal achievements — including chemotherapy, immuni- 
zation, and sanitation — which have been made. 
Other arguments against child visitors include “pro- 
tecting” patients from confusion and noise, and assur- 
ing them that hospital routine will not be interrupted. 
But close self-examination might reveal the real under- 
lying reason to be the protection of the staff from any 
difficulty which might be attributed to child visitors. 
Allowing children to visit has been tried in the 
400-bed USAF Hospital, Wright-Patterson Air Force 
Base, Ohio; and now the 45-bed USAF Hospital, 
Whiteman Air Force Base, Missouri, has imple- 
mented the idea. That this plan is effectively in 
operation should not be attributed to the fact that 
these are service hospitals. Their staffs were trained in 
civilian schools and hospitals which do not allow chil- 
dren to visit. It was a matter of much discussion before 
being placed into effect; it was not forced on the staff. 
The main (and this should be the only) point was 
that we decided this policy would be best for the most 
patients. Roper*® has stated: “Gradually we have been 
discovering that the supposedly intangible and once 
not much noticed human factors are both measurable 
and infinitely important in determining the outcome 
(Continued on page 97) 


Patient at author’s hospital is visited by her children. Even the 
youngest looks happy to see mother. 


51 


% 
© 


Visiting Hours 


From a certain point of view, the barrage 
of everyday reality some visitors bring 
to the hospital can be anything but res- 
torative to the patient—or for that 
matter, to members of the nursing staff... 


Don’t take it back—if he doesn’t want it, I’li eat it. 


| had the same thing—took two months to heal. Guess you wouldn’t 
mind lending me your golf clubs for a few weeks? 


1 don’t think we should let that visitor shake his hand again, even if 
he is heavyweight champ of the world. 


5 


Oh, not much—Junior ran the car into the garage again—Nancy fell 
off the roof this morning—Rover broke his leash and ran away— 
payment is due on that furniture | ordered—and Mother is coming 
to help keep house for a month. But guess what? The doctors say 
you can core home tomorrow! 
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Review of Hospital Lawsuits 


By Leo T. Parker, Attorney at Law 


@ AMBULANCE’S ROLE IN ACCIDENTS 


A physician writes: “I have been asked by the local 
county medical society, of which I am a member, 
to investigate the question of sirens on ambulances 
and speeding of ambulances as well as their role in 
creating accidents. I wonder if you have any intor- 
mation available which might be of help to me... . 
Statistics, pertinent comments and other material 
would be greatly appreciated.” 

The law is well settled that the driver of an am- 
bulance or other emergency automobile has a legal 
right-of-way and is not liable for a collision at a 
street intersection which occurs when it runs through 
a red light, if the testimony shows that the driver 
was exercising due care when the accident happened. 
.A recent higher-court decision held that reduction 
of the speed of an emergency vehicle to reasonable 
speed, and sounding a siren while going through a 
red light, constitute sufhcient care. 

In Sam v. Sullivan, 189 S. W. (2d) 69, the testi- 
mony showed that an ambulance was on emergency 
duty with his siren continuously sounding. Sullivan, 
the driver of another automobile, did not hear the 
siren, crossed into the intersection on a green light, 
and did not see the ambulance until it was too late 
to avoid a collision. Although Sullivan had entered 
the street intersection on a green light, the higher 
court refused to hold the driver or owner ol the 
ambulance liable in damages for the accident. The 
higher court held the owner of the ambulance en- 
titled to recover damages from Sullivan, and said: 

“In the present case the evidence clearly indi- 
cates that the siren was sounding continuously. 

The evidence established that the siren was 

sounding its warning. Thus it was established 

as a matter of law that the ambulance had the 
right of way.” 

Also, in the case of Rogers v. Railway Co., 16 N. W. 
(2d) 516, testimony showed that an ambulance 
equipped with red lights and a siren approached 
an intersection when the traffic signal turned red. 
The ambulance, conveying to a hospital a patient in 
serious condition, slowed to 15 to 20 miles per hour. 
[he motorman of a bus proceeded across the in- 
tersection with the green signal in his favor. 

In subsequent litigation the higher court held the 
bus company’s driver responsible for the accident, 
and also held the bus company liable for damages 
to the ambulance and injuries to its occupants. 
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In still another case, that of Dallas v. Walsh, 217 
S. W. (2d) 127, testimony showed that an ambulance 
Was On an emergency call and its siren was being 
sounded as it approached the street intersection, 
but a bus driver did not hear it and drove the bus 
in the path of the ambulance. 


The higher court held the bus company liable 
and awarded heavy damages, saying: “The jury 
could legitimately infer that Burgess (bus driver) 
should have anticipated that an ambulance was 
going through.” 

For further comparison, see Jones v. Cook, 96 W. 
Va. 60, 123 S. E. 407. In this case the testimony 
showed that a city ordinance gave to emergency 
vehicles approaching a street crossing or intersec- 
tion the right-of-way over all other vehicles. In sub- 
sequent litigation, the higher court held that this 
ordinance does not relieve the driver of an emergency 
vehicle from exercising “reasonable” care to avoid 
collision with other automobiles. 


Are Special Permits Needed? 
An official of a hospital corporation writes: “For a 
great many years I have read all your writings, and 
our corporation has saved a lawsuit due to the legal 
information and knowledge I acquired by reading 
your discussions. However, there is an important 
subject of law which you seem to not have covered, 
which is whether or not the drivers of ambulances 
can be compelled to obtan special licenses or permits. 
What is the law?” 

Not long ago a higher covrt rendered an out- 
standing decision which clearly answers this legal 
question. Also, this court established another impor- 
tant law having special interest to readers who desire 
legal knowledge to prepare them to avoid future 
liabilities involving operations of ambulances. 

In Smith Taxicab Co. v. Carswell, 315 S. W. (2d) 
295, the testimony brought out that a state law pro- 
vides that all persons who drive an ambulance must 
have a special chauffeur’s permit or license. Cars- 
well, who owned an ambulance and drove it fre- 
quently, did not have such a license or permit; he 
had only an operator's license. 

One day Carswell was making an emergency call 
in the ambulance. He was driving with his siren and 
red-light equipment properly engaged and working. 
As he approached a street intersection a taxi driver 
also approached the intersection, and they collided. 


(Continued on next page) 
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DRYER 


The fastest, easiest and most 
economical way to process surgical 
gloves is the Rotary way. 

For example: Even in a 100-bed 
hospital, these three companion 
machines will pay back their cost in 
actual savings over the hand 
method in less than a year. 


WASHER Developed expressly 


for surgical gloves. Three times 
faster than hand method. No punish- 
ing agitators or fast rotating drums. 
Unique pulsating action cleans 

gloves thoroughly inside and out. 
Water drained automatically at end 
of each cycle. Takes only 8 minutes of 
operator's time. Capacity 150 gloves. 


DRYER Faster, safer, because 
warm air at safe temperature is 
blown directly and continuously into 
tumbling drum .. . revitalizing the 
gloves as they dry. Excess water 

is removed at start of drying cycle. 
Drying time 30 minutes .. . 

three times faster than by hand. 
Capacity 150 gloves. 


POWDERER Ten times faster 


than hand method. Even coating of 
powder, inside and out, without 
turning. Airtight. No powder 
escapes. Powdering time 4 to 8 
minutes (depending on thickness of 
coating). Capacity 150 gloves. 


FREE! GLOVE PROCESSING 
MANUAL mailed on request with 
illustrated literature describing 
the all-new Rotary line. 


1742 Dale Rd. 


Buffalo 25, N. Y. 


58 For further information see postcard opposite page 142. 


At the place where the collision occurred the speed 
limit for ordinary traffic was 30 miles an hour. Cars. 
well was driving 40 miles an hour when the collision 
occurred. Wilson, a passenger in the ambulance, 
testified that he was an ambulance attendant for 
Carswell and that he operated the siren switches on 
the ambulance. 

In the subsequent trial the legal counsel for the 
taxicab company argued that neither Carswell nor 
Wilson could recover any damages because when 
the collision occurred Carswell was driving 40 miles 
an hour without a chauffeur’s license to operate an 
ambulance, and the speed limit at this intersection 
for ordinary drivers was only 30 miles per hour, 
Notwithstanding this contention, the lower court held 
the Smith Taxicab Co. liable to Carswell for $30,000 
damages and to Wilson for $5,000 damages. The 
higher court approved the verdict, saying: 

“We are of the opinion that the failure of 
Carswell to have a chauffeur’s license is imma- 
terial to this issue because Carswell had an ordi- 
nary operator’s license. . . . The law does not, 
in our opinion, support the contention that the 
operator of an ambulance must have a chauf- 
feur’s license in order for the ambulance to be 
classed as an emergency vehicle.” 


Restrictive Contract Is Valid 
A few weeks ago a higher court held a restrictive 
clause in an employment contract valid and enforce- 
able. This court held valid a contract between an 
employer and employee whereby the latter agrees 
that after the termination of his employment he 
will not engage in a competitive business, within a 
reasonably limited time and space. 

In Lassen v. Benton, 346 Pac. (2d) 137, the testi- 
mony revealed that Dr. Keith O. Lassen, a licensed 
veterinarian for nearly 20 years, had been engaged 
in the practice of his profession in a city. He lim- 
ited his practice to treating and caring for large ani- 
mals. A man named Benton made a written cor 
tract with Dr. Lassen to operate and manage a small- 
animal hospital owned by Dr. Lassen. The employ- 
ment contract they signed contained a clause pro- 
viding that if the contract were terminated by either 
party, the second party (Benton) agreed not to prat- 
tice veterinary medicine or establish, or work in any 
small-animal hospital within 12 miles of the city lim- 
its of the City of Mesa, Ariz., for a period of five 
years from the date of termination. 

In subsequent litigation, the higher court held 
this limitatien clause valid and enforceable against 
Benton, who attempted to operate an animal hos 
pital in Mesa after he ceased employment with 
Lassen. 

For comparison, see Granger v. Craven, 199 N. W. 
10, 52 A.L.R. 1356. In that case Dr. Granger, 4 
physician and surgeon employed Dr. Willis — also 4 
physician and surgeon —to take charge of the 
nose and throat department of his office. ‘The com 
tract was subject to termination by either party on 
30 days’ written notice. It further provided that 
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Dr. Willis, after termination of the contract, would 
not engage in the practice of medicine or surgery, or 
any of the branches thereof, directly or indirectly, 
or as an employee of anyone else in the city nor 
within 20 miles thereof, for three years after ter- 
mination. 

The Supreme Court held that the restrictive cove- 

nant was reasonable and enforceable. 
Not a Charitable Hospital 
If a hospital is operated purely for charitable pur- 
poses, can it avoid payment of taxes, although it 
refuses to take in all persons who apply for hospital 
services? 

A higher court has answered this question in the 
negative. In Raymondville Memorial Hospital v. 
State, 253 S. W. (2d) 1012, the testimony showed that 
the hospital was operated at a financial loss and had 
been incorporated as a purely charitable and benevo- 
lent organization, to provide the community with a 
hospital. The stock in the corporation was owned 
exclusively by five doctors in the area. No interest 
or principal had ever been paid on its debt ol 
$120,000. 

The five doctors passed upon the fitness of other 
doctors seeking to admit patients to the hospital. 
Generally speaking, a patient of a non-staff doctor 
was admitted only under circumstances by which the 
patient became the patient of a staff doctor. Except 
for a few emergency cases, all other patients were 
excluded or had to go to hospitals in adjoining 
counties. 

Although the officials of the hospital corpora- 
tion claimed that it was exempt from state taxa- 
tion because it was a charitable hospital, the 
higher court refused to agree with this conten- 
tion. It ordered the corporation to pay the usual 
state taxes, and explained that if a hospital does 
charity work and operates at a loss, but serves 
only the private patients of the staff doctors, it is 
not a charitable institution. 

Liability of Bottling Company 
Is a bottler of soft drinks liable if a consumer be- 
comes sick? See the case of Keller v. Coca Cola 
Bottling Co. of Walla Walla, 330 Pac. (2d) 346. A 
consumer, named Keller, sued the company to recover 
damages for sickness and injury allegedly caused by 
drinking from a bottle containing a cigar stub. 

During the trial the testimony of witnesses proved 
that Keller drank about half its contents before he 
noticed a very bitter taste, and became ill. 

The bottling company attempted to avoid liability 
on the grounds that someone had opened the bottle, 
inserted the cigar stub, and recapped the bottle after 
the bottle had left the bottling plant. The company’s 
lawyers emphasized that competitors had access to the 
storeroom where the Cocal Cola was stored, and con- 
tended that this rascality was perpetrated by an un- 
scrupulous competitor. 


The higher court refused to agree with these 
arguments and held that Keller could recover damages 
from the bottling company. 
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“Applied The Modern Way” 


... FOR FAST, SAFE 


PATIENT CARE! 
Mey Sill @No Waite 


@ Schuco Tinc. Of Benzoin -— Pre-Tape & Pre-Piaster Protection 
@ Schuce Aerosol Merthiolate -— The Spray-on Antiseptic 
e Schuce Silicone Skin Sprzy — Lubvicant For Bedfast Patients 
e Schuco Tinc. Of Green Soap — The Spray-on Surgical Soap 
@ Ad-hese-away — Assures Painless Removal Of Adhesive Tape 
@ Instru-care — Oil-less Lubricant For Instruments 

PLUS 10 OTHER TIME AND LABOR SAVING PRODUCTS!! 


SCHUCO MEDI*SPRAYS ARE ALSO AVAILABLE IN 


CHOOSE FROM THE MOST COMPLETE LINE IN THE INDUSTRY! 


NEW 5 & 7 UNIT HOSPITAL KITS .... INCLUDES FREE 


METAL RACK FOR DESK, WALL OR PORTABLE USE!! 


| See Your Dealer Or Rush Order To Us Today! Gi 
| 


SCHUCO INDUSTRIES 
Division Of SCHUELER & COMPANY 
75 Cliff St., New York 38, N. Y. 
O Please Rush Complete Literature And Prices On Entire 
Schuco MEDIeSPRAY Line. 
0 I Would Like A Free Demonstration. 


Bill Through Dealer (Name). 


Name. 

Address. 

Ordered By Title 


For further information see postcard opposite page 142 
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How is it 
that 


TENSOR 


Elastic Bandages 
‘provide 

such 

effective 
compression 

at such a 


low daily cost 


ELASTIC 
BANDAGE 


An exceptionally strong weave... 
heat-resistant live rubber threads which 
assure equal pressure over large and 
unequal areas... positive stretch that 
resists the effects of sterilizing, machine 
washing and drying... plus plastic tips 
to avert pressure points and unravel- 
ing. These are improvements that have 
come from 40 years of elastic goods 
development by Bauer & Black. 


60 For further information see postcard opposite page 142. 
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Q. Prior to the expansion of our hospital (present 
bed complement is 265) office routines did not pose 
the problems we seem to have today. Foremost in the 
van is the monthly bank reconciliation of the payroll 
account. We pay on a bi-weekly basis and have 600 
full-time employees. On those occasions when there 
are three payroll periods in the month, i.e., once each 
quarter, we have almost 2,000 checks in the bank 
statement. It seems to take endless hours for two 
people to complete this job. Do you have any sugges- 
tions for a short cut or time-saving device for the 
bank reconciliation which would still meet the re- 
quirements of our auditors with respect to internal 
control? 


A. This problem of sorting cancelled checks was re 
viewed sometime ago and discussed in the Journal of 
Accountancy by S. C. Pyfer of Helena, Montana. His 
recommendations may seem a bit complex, but we 
can assure you that the method will be welcomed by 
your bookkeepers as a substantial time-saver. The 
following steps illustrate the procedure. However, 
from our experience we can advise you that it will 
be more understandable after you put the routine 
mto practice. 


1. Determine how wide a spread there is in the 
numbers being sorted. For example, assume 
you are sorting about two thousand checks 
and you know that most of the numbers in 
this month will run from 7991 to 9999. This 
indicates that four digits will be affected in 
this sorting — ones, tens, hundreds and _ thou- 
sands. 


no 


Now commence to sort the checks into ten 
piles face-up on a work area by the last digit 
only, as below: 


012345 69789 


3. When all two thousand checks have been 
sorted into these piles, the checks on pile 9 


*Senior Partner, D. H. T 
New York RY. - Tarlow & Co., Hospital Accountants and Auditors, 
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Hospital Accounting 
and Statistical Problems 


By David H. Tarlow, C.P.A.* 


are placed on top of pile 8, pile 9 and 8 on 
7, etc. 


!. The checks with the tens now in reverse se- 
quence are again sorted into the same ten 
piles but by the second or tens digit. 


5. When all have been sorted the piles are again 
picked up but this time the 0 pile is picked up 
first and placed on the 1, the 0 and 1 pile 
placed on the 2, ete. 


6. The checks are again sorted in the ten piles, 
but this time by the third digit or hundreds. 
When picked up the order is again reversed 
with the 9 on 8, etc. 


The last time the checks are laid out in the 
ten piles by the fourth digit or thousands. 
This time though, you should have only three 
piles, the seven-thousand, eight-thousand and 
nine-thousand piles. However, if there are any 
“stragglers” either before or after this group, 
they will fall in the proper place. 


~ 


8. When you have laid the checks out in this final 
sort you will find that when they are picked 
up, seven thousand on eight thousand, etc., 
they are in exact numerical sequence and with- 
out the usual “stuffing” procedure. 


Points to remember: 

1. Only one digit is used on each sort. 

2. If going through an even number of times, 
as with a four sort in the example used, you 
start at the odd or 9 end. 

3. If going through an odd number of times, 
as with a three sort, you start at the even or 
zero (0) end. = 

4. The order of picking up the piles must al- 
ternate each time the piles are picked up. 

‘Try this on your smaller bank account to start. The 

results will surprise you. 


Our consultants are always glad to answer your 
questions or help you with any problems. For ac- 
counting or statistical aid, please write Mr. David 
H. Tarlow, at his office or c/o Hosrrrat. Topics, 
30 W. Washington, Chicago. 
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Now available for bulk purchase only 


‘sorted sizes - —in 1 multiples of one dozer 
types: Standard self-retaining-catheter 
and catheter with self-sealing plug. Capaci 

5 and 30 ce. 


INFLATABLE Th 

- Cc AT H E T E R Ss 8 en 

rican Uystoscope Ma! , Inc. Only the priceislow 
—making disposable use a practical procedure. | 


Blood Bankers 


Consider Leucocytes, CPD 


The 13th annual meeting of the 
American Association of Blood 
Banks, held in San Francisco, Au- 
gust 21 through 26, was highlighted 
by the presentation of several sci- 
entific papers dealing with the 
complexities of blood transfusions, 
banking, preservation, and patient 
reactions. 

A national reciprocal agreement 
for the exchange of blood and 
blood credits between the AABB 
and American Red Cross signed at 
the meeting will make it easier for 
patients to have blood replaced by 
friends and relatives in all parts of 
the country. A donor may give 
blood at a blood bank or Red Cross 
center in one locality, in the name 
of a patient in another. The pa- 
tient receives credit for blood 
donated in his name. 

The new agreement will estab- 


New officers of the American Association of 
Blood Banks are (I. to r.) Frank E. Trobaugh, 
Jr, M. D., Chicago, secretary; E. R. Jennings, 
M.D., Long Beach, Calif., immediate past 
President; Mrs. Bernice M. Hemphill, San 
Francisco, treasurer; John R. Schenken, M.D., 
Omaha, president; Mark F. Lesses, M.D., Bos- 
ton, vice-president; and Keith McMilan, M.D., 
Eugene, Ore., president-elect. 


OCTOBER, 1960 


lish reciprocity between more than 
600 institutional members of the 
AABB and 54 regional ARC cen- 
ters, which together provide about 
80 percent of the blood used by 
U.S. hospitals. A joint committee 
will implement the agreement, ef- 
fective January 1, 1961. 

More than 1,200 delegates and 
visitors — the largest registration in 
AABB history — attended the con- 
vention, hosted by the Irwin Me- 
morial Blood Bank of the San 
Francisco Medical Society. Topics 
presents abstracts of a representa- 
tive group of the scientific papers 
given. 


Gene Frequencies Show 
Leucocytes Inherited 


An analysis of white blood ce}l 
factors in 53 families in our study 


showed that the factors in humans 


are genetically determined. 

Blood samples from the families 
were tested with up to 20 types ol 
blood serum known to have anti- 
bodies to the leukocytes. 


The type of antibody used was 
discovered some years ago among 
patients who had received a large 
number of blood transfusions. The 
antibodies are produced as a result 
of exposure to leukocytes of differ- 
ent types than the type present 
when the individual is born. 


Gene frequencies of the leuko- 
cyte factors were calculated from 
tests on unrelated individuals, and 
results showed there is a definite 
pattern of inheritance. The exact 
number of leukocyte types in hu- 
mans is as yet unknown. 


(Continued on next page) 
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DISPOSABLE 
PLASTIC 
CATHETERS 


b SEAMLESS 


Disposable plastic catheters by Seam- 
less are ready for immediate use—fac- 
tory sterilized and pyrogen free. Indi- 
vidually packaged for longer shelf-life 
in heat-sealed plastic containers, they 
will not crack or deteriorate. Catheters 
by Seamless are economically priced to 
be disposable for one-time use at mini- 
mum cost, or they may be sterilized 
and re-used for greater savings. 

Seamless offers a complete line of 
plastic tubing as well as catheters in 
all sizes. Ask your surgical supplies 
dealer for information on any of the 
following: Catheters—Tieman, Nelaton, 
Robinson, DeLee Infant Tracheal, 
Oropharyngeal, Whistle-Tip, Endo- 
tracheal anesthesia; Tubes —Oxygen, 
Suction, Levin, Premature Infant Feed- 
ing, Urinary Drainage. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 
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Eventually, typing for white 
blood cells as well as red cells is 
possible, so that reaction to trans- 
fusion can be avoided. — Emanuel 
Hackel, Ph.D., associate professor 
of natural science, Michigan State 
University, East Lansing; Rose 
Payne, Ph.D., research associate, 
Stanford University School of Medi- 
cine, Palo Alto, Calif. 


Blood’s the Same Even 
If Skin Color Isn‘t 


With rare exceptions, the anti-bod- 
ies causing transfusion reactions 
due to red cell incompatibility can 
pe detected prior to transfusion 
by use of the anti-globulin technic, 
a high protein medium, or proteo- 
lytic enzymes. The general practice 
of Rh typing both donors and re- 
cipients has effectively reduced the 
chances for a given recipient to 
form antibodies as a result of trans- 
fusion. 

Due to the multiplicity of red 
cell ,antigens, it is almost impossi- 
ble to provide a patient with blood 
exactly like his own. It has been 
suggested that patients should be 
given blood obtained from donors 
of the same racial group, in order 
to assure the translusion of blood 
least likely to stimulate antibody 
formation. 

Since ABO and Rh typing is 
routinely performed on the blood 
of both donor and recipient, and 
reaction resulting from anti-A, 
anti-B, and anti-D can be ruled 
out, our calculations were based on 
20 other antigens, belonging to 
nine blood group systems. 
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Booth explaining 
studies with |-131 lg. 
beled anti-Rho (D) 
holds interest of Mrs. 
Jean Mumme, Ameri- 
can Red Cross Golden 
Gate Chapter, San 
Francisco; and Donald 
Dougherty, Spokane 
and Inland Empire 
Blood Bank Spokane, 
Wash. 


A comparison of the total num- 
ber of antigenic exposures likely to 
occur in 100 blood transfusions re- 
vealed similar totals, in both intra- 
and inter-racial transfusions. 

In estimating the relative po- 
tency of various antigens, data were 
compiled on 671 antibodies en- 
countered in four large series of 
patients and donors. Similar re- 
sults as to the order of magnitude 
of iso-immunization risks all 
four kinds of transfusion were 
found when calculations were based 
on relative antigenicity. 

Study results indicate that nei- 
ther the intra- nor the inter-racial 
transfusion has an advantage over 
the other. The fact that any trans- 
fusion may stimulate antibody for- 
mation is the really important con- 
sideration, emphasizing the neces- 
sity of performing a sensitive and 
reliable compatibility test, regard- 
less of the racial origin of the donor 
or recipient. — Eloise R. Giblett, 
M.D., associate director, King Coun- 
ty Central Blood Bank, Seattle, 
Wash. 


CPD-Treated Red Cells 
Viable Three Years Later 


Our studies conducted in 1956 
showed that red cells of blood col- 
lected in citrate-phosphate-dextrose 
anticoagulant preservation solution 
in plastic bags had a survival rate 
averaging 75 percent after 30-day 
storage at 3-5° Centigrade. 

Our recently completed expeti- 
ments have revealed that shel! stor- 
age at room temperature for three 
years does not alter the composition 
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of the solution or the biological 
characteristics of the plastic, as 
shown by equally good maintenance 
of red cell viability. 

Multiple infusions of CPD blood 
have been given during surgical 
procedures involving massive blood 
loss, up to complete replacement 
of blood volume. 

The viability of transfused red 
cells has been confirmed by tagging 
the cells with radioactive chromi- 
um. The bloods, collected with 
plastic equipment, were stored up 
to 30 days at 4°C. The average sur- 
vival of blood stored from 27 to 
$2 days was 75 percent. 

Ninety units of whole blood were 
collected and stored with the CPD 
anticoagulant at a New England 
general hospital. “Twenty persons 
received single transfusions, 22 re- 
ceived multiple transfusions. Of the 
latter, three received four or more 
units, all of which had been stored 
at least 15 days. Twenty percent 
ol the blood had been stored longer 
than 21 days. 

In another clinical trial, ten pa- 
tients were given blood preserved 
with CPD in conjunction with open 
heart surgery. Four of the 10 re- 
ceived 10 or less units, six received 
from 17 to 26 units. 

In neither of the two trials were 
any harmful reactions recorded. In 
all cases, the transfused red blood 
cells were effective in restoring the 
oxygen-carrying capacities of the 
blood. No significant changes from 
preoperative levels of plasma cal- 
cium or phosphate were observed 
postoperatively. — Jolin G. Gibson, 
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11, M.D., research associate in medi- 
cine, Harvard Medical School, Bos- 
ton, Mass. 


Routine Corticosteroids 
May Mask Reactions 

The administration of cortico- 
steroid hormones to transfusion 
recipients to prevent or lessen trans- 
fusion reactions has become a com- 
mon practice in many areas. Be- 
cause it may be possible to modify 
clinical aspects of certain non- 
hemolytic types of reactions, it has 
been proposed that hemoiytic re- 
actions due to serologic incompati- 
bility of the donor’s red cells also 
may be modified, or even prevented. 

Our studies were designed to 
evaluate the effects of cortico- 
steroid therapy upon a variety of 
hemolytic processes induced experi- 
mentally in dogs. The processes 
were brought on by the actions of 
isoantibodies of several specificities 
and heteroantibodies. 

‘Translusions of incompatible 
erythrocytes were given to immu- 
nized animals before and after 
treatment with steroid compounds. 
Similar studies were carried out in 
dogs receiving antibody-containing 
plasma. 

Several aspects of the hemolytic 
reactions were measured, including 
the life span of the incompatible 
cells. No evidence of prevention of 
these types of hemolytic reactions 
by corticosteroids was found. 

Thus, we can only condemn the 
routine addition of corticosteroid 
medication to donor blood as a 
means of decreasing reaction fre- 

(Continued on next page) 


Ida Malootian (ASCP) 
was on hand to dem- 
onstrate the “cup 
test’ method of blood 
group identification 
at booth set up by 
Massachusetts Memo- 
rial Hospitals, Boston. 


PATIENTS 
PRO-CAP 


by SEAMLESS 


| 


We know why doctors and nurses 
like PRO-CAP adhesive . . . there’s 
no slipping, minimum irritation, 
and it’s easy to handle . . . PRO- 
CAP pulls off the roll easily, sticks 
faster and stays stuck. Patients, 
too, like PRO-CAP because it stays 
firmly in place as long as needed— 
without itching—and leaves no 
gummy residue. 

PRO-CAP, the adhesive contain- 
ing fatty acid salts*, gives your doc- 
tors, nurses, and patients the most 
efficient, comfortable and econom- 
ical quality tape available. 


*Zinc propionate; zinc caprylate. 
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NEW LAMINO 


b SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several ‘‘all-absorbent” 
Lamino pads are recommended. 

Lamino pads are available in various 
sizes, or in rolls 8’’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 
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quency. Exposure of patients to 
possible harmful effects of such 
medication is unjustified particu- 
larly for three reasons: the low 
incidence of transfusion reactions 
when good blood banking practices 
are employed; 'lack of evidence that 
any pharmacological agent is effec- 
tive in altering the relatively in- 
frequent transfusion reactions that 
do occur; and the hazard that such 
agents as corticosteroids may mask 
the symptoms of a hemolytic reac- 
tion so that the person in charge 
of the transfusion may administer 
a fatal amount of incompatible 
blood in the absence of warning 
symptoms and _ signs.— Scott N. 
Swisher, M.D., associate professor 
of medicine; Cordell Bahn, A.B., 
student research fellow, hematol- 
ogy; and Norma Trabold, B.A., 
research technician; all University 
of Rochester (N. Y.) School of 
Medicine and Dentistry. 


Sensitivity Undetected; 
Hemolysis Results 

During surgery, a patient received 
11 units of homologous group O 
Rh-positive blood compatible by 
the Coombs technic. No antibodies 
were identified in the patient’s se- 
rum before the operation when her 
serum was screened against pooled 
papainizied red cells. 

Seven days postoperatively, an 
acute hemolytic anemia developed. 
The patient’s direct Coombs test 
was positive, and her serum agglu- 
tinated almost all donors’ red cells. 
Five units of compatible blood were 
given without any reaction and she 
recovered. 

Anti-hr’ (anti-c) and anti-]k@ were 
identified in the patient’s serum. 
Eight of the original donors were 
hr’ (c)-positive. The patient had 
a grown child and had received sin- 
gle transfusions nine seven 
years previously. 

This case represents an instance 
of massive transfusion of incom- 
patible blood resulting from fail- 
ure of pretransfusion compatibility 
tests to detect a low antibody titer 
in a remotely sensitized patient. 
Hemolysis was delayed because of 
the initial low antibody titer and 
the exhaustion of circulating anti- 
bodies by the equivalent of an ex- 
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change transfusion with incompati- 
ble blood. 

The hemolytic reaction became 
apparent during the course of ac. 
celerated antibody production re. 
sulting from the stimulation of a 
sensitized individual by the incom. 
patible transfusions. — Francis J, 
Tenczar, M.D., assistant professor 
of pathology, Northwestern U niver- 
sity, Evanston, IIl.; Shirley Busch, 
M.P.H., assistant director, Charles 
Hymen Blood Center, Mt. Sinai 
Medical Research Foundation, Chi- 
cago; and Betty Loken, supervisor, 
blood bank, Chicago Wesley Me. 
morial Hospital. 


Pineapple Stem Enzyme 
Triggers New Test 

The diagnosis of acquired “auto- 
immune” hemolytic anemia de. 
pends upon direct antiglobulin 
tests, as described by Coombs, et al. 

Using a mixture of proteolytic 
enzymes, bromelin, obtained from 
the pineapple stem, a simple, rapid, 
direct procedure was devised. The 
new test demonstrates the globulin 
coating without washing of ery- 
throcytes. 

The patient's red blood cells are 
mixed in his own serum and the 
bromelin solution is added. The 
mixture is allowed to stand in the 
test tube at room temperature for 
15 minutes, and then is centrifuged. 

Positive reactions were obtained 
in 42 cases of antiglobulin positive 
hemolytic anemia due to warm- 
acting “autoantibodies.” We en- 
countered no false negatives. 

Sensitivity studies have indicated 
that this direct bromelin test com- 
pared very favorably with the anti- 
globulin test. A total of 440 control 
studies were performed on 298 pa: 
tients with various hematologic 
diseases, partially selected because 
of complicated hemolytic states. 

All direct antiglobulin tests were 
negative in this control group. The 
presence of non-specific cold ag: 
glutinins in two controls was dem- 
onstrated by two false positive 
direct bromelin tests. — Bernard 
Pirofsky, M.D., assistant professor 
of medicine; Theodore 1. Imel, 


B.S., research assistant; University 
of Oregon Medical Schoo!, Port 
land. 
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AHA Approves 
Guiding Principles 


On Formulary System 


The American Hospital Associa- 
tion has given official approval to 
the hospital formulary concept. 

Members of the  association’s 
House of Delegates, at the recent 
annual convention in San_ Fran- 
cisco, adopted a statement of guid- 
ing principles on the operation of 
a formulary system. The same 
statement had been approved by 
the American Society of Hospital 
Pharmacists at its annual meeting 
in Washington, D. C., in August. 

“The hospital formulary concept 
isan accepted method of providing 
a program of rational drug therapy 
in hospitals and has been utilized 
as such over the years by physicians, 
administrators, and pharmacists,” 
the statement said. 

“In the interest of better patient 
care, its adoption by hospital medi- 
cal staffs is recommended.” 

A valid hospital formulary pro- 
gram, the statement emphasized, is 
based on approval by the organized 
medical staff, the consent of indi- 
vidual staff members, the function- 
ing of a “properly motivated” 
pharmacy and therapeutics com- 
mittee of the medical staff, and 
acceptance of the use of nonpro- 
prietary terminology. 

Consent of individual staff mem- 
bers may be obtained in one of 
several ways, according to the state- 
ment: by incorporating the basic 
policies of the system in the medi- 
cal staff rules and regulations which 
each physician signs; by outlining 
them in a separate document to 
be signed by physicians, or by 
using prescription order forms 
worded so that the physician gives 
his consent each time he orders 
a medication. 

(Continued on page 69) 
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These are the principles approved by the AHA and the American Society 
of Hospital Pharmacists. — quoted from the statement: 


The medical staff should appoint a pharmacy and therapeutics 
committee composed of physicians and the pharmacist and 
outline its purposes, organization, function and scope. 
The formulary system is a creation of the medical staff based 
upon the recommendations of the pharmacy and therapeutics 
committee. The medical staff should adapt the principles of the 
formulary system to the needs of the particular hospital. 
The medical staff should adopt written policies and procedures 
governing the formulary system as developed by the pharmacy 
and therapeutics committee. Action of the medical staff is sub- 
ject to the normal process of administrative approval. These 
policies and procedures should afford guidance in the evalua- 
tion or appraisal, selection, procurement, storage, distribution, 
use, safety procedures, and other matters relating to drugs 
in the hospital and should be published in the hospital’s formu- 
lary or other media available to all members of the medical staff. 
The medical staff should adopt the policy of, and formulate 
the procedure for, including drugs in the formulary and dis- 
pensing of such drugs by their nonproprietary names, even 
though brand-name drugs are and will continue to be in com- 
mon use in the hospital. The writing of prescriptions and medi- 
cation orders by their nonproprietary names is preferred, al- 
though not required as a universal practice. 

The institution of a hospital formulary system may be accom- 

plished in any of several ways. Regardless of the method select- 

ed, it is essential that the consent of each person who is 
authorized to write a prescription or medication order, includ- 
ing house officers, be obtained in writing so that the hospital 
may prove such consent. However expressed, the consent is 
to be effective except as the prescriber otherwise indicates. 

The following methods are suggested: 

a) Basic policies and procedures governing the formulary sys- 
tem may be incorporated in the medical staff bylaws, or 
in the medical staff rules and regulations. Thus, each 
physician, upon accepting an appointment or reappointment 
to the hospital medical staff, gives prior consent to the 
formulary system in signing an appropriately worded agree- 
ment to abide by the bylaws, rules and regulations. House 
officers not required to sign the bylaws should execute 
separate consent agreements. 

b) Consent may be expressed in a separate document signed 
by all of the physicians. 

(Continued on page 69) 
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ROBBINS MODERNIZES 
PHARMACY SWEDISH HOSPITAL 


McKesson Hospital Specialist C. Arthur Hartmann, Administrator Ray Swanson. The unit shown is 


left, and Chief Pharmacist Louis Balster, center, one of those installed during the recent pharmacy 
point out advantages of modernization to Hospital remodeling at Swedish Hospital, Minneapolis. 


ART HARTMANN was well qualified to work with the McKesson Modernization Service in 
developing plans for this pharmacy modernization. He is a registered pharmacist with 27 years 
experience in various phases of pharmacy. He is a member of the American Society of Hospital 
Pharmacists and the American Hospital Association. 


Your local McKesson hospital 
specialist is a man with broad 
training and wide experience in 
the complex field of hospital 
pharmacy. Wherever vou are, he 
isconvenient to you, for McKesson 
maintains 85 strategically located 
Hospital Departments through- 


out the country. 


Call your local McKesson & Robbins Hospital Specialist today: 


Your pharmacy will profit from his personalized attention plus McKesson’s 
126 years of pharmaceutical experience. Remember— more than 60% of 

the nation’s hospitals testify to the value of this combined experience. Contact 
your nearby McKesson & Robbins Hospital Department today, or write: 
Milton Stamatos, Manager, Hospital Department, McKesson & Robbins, 

155 East 44th Street, New York 17, N. Y. 


For further information see postcard opposite page 142. 


In Minneapolis ... Anywhere in the U. S.... From your McKesson 
Hospital Specialist... 


Professional Assistance and advice on any aspect of pharmacy 
operations—inventory contro! to pharmacy layout. 


Fast Delivery . . . a McKesson tradition, or emergency delivery 
whenever necessary. 

Reduced Procurement and Disbursing Costs .. . all your pharmacy 
needs from one full-line supplier, on one invoice. 

Pharmaceutical Assistance and Advice through **Rex’”> McKay", 4 
trained pharmaceutical consultant. 


Expert Design Assistance from the McKesson Moderniza- 
tion Service. 


Special Services to meet your particular needs. 
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Implications and mechanics of 
the formulary system were dis- 
cussed at a session by a panel that 
included Vernon O. Trygstad, di- 
rector, pharmacy service, VA De- 
partment of Medicine and Surgery; 
Joseph A. Oddis, director, division 
of hospital pharmacy, American 
Pharmaceutical Association; and 
Alanson W. Willcox, general coun- 
sel to the American Hospital As- 
sociation. 

The guiding principles, Mr. 
Trygstad said, are meant to aid 
the pharmacy and _ therapeutics 
committee in establishing a_hos- 
pital formulary and to assist the 
medical staff in using the system. 
The committee, an instrument of 
the medical staff, has the responsi- 
bility of organizing the formulary. 

Mr. Oddis clarified the distinc- 
tion between “formulary” and the 
“formulary system,” describing the 
former as a compilation of phar- 
maceuticals which reflects the clin- 
ical judgment of the medical staff 
and which is under continuous re- 
vision to keep it current. 

The “formulary system,” he said, 
is the accepted method whereby the 
medical staff of a hospital, working 
through the pharmacy and_ thera- 
peutics committee selected by it, 
evaluates, appraises, and selects the 
agents which it considers most use- 
ful in treating patients. 

In answers to questions from the 
floor, panelists agreed that adop- 
tion of a formulary and use of a 
formulary system does not mean 
that drugs of inferior quality will 
be dispensed, nor that economy in 
dispensing is the goal. Mr. Oddis 
pointed out that in the experience 
of hospitals using the formulary 
system, quality was still the cri- 
terion, and that there is no na- 
tional data to indicate that these 
hospitals save money. 

Mr. Willcox discussed pharmacy 
legislation in respect to the for- 
mulary system. He said that in his 
belief and existing legal opinion, 
the system does not violate any 
state law. But as a safeguard, he 
recommended that hospitals adopt- 
ing the system seek the advice of 
local counsel in interpreting the 
statutes. 


(Continued on next page) 
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c) Consent may be expressed by the use of a suitably worded 
imprint on hospital prescription and medication order forms, 
which evidences the consent of the prescriber each time he 
writes a prescription or order. 

A hospital should make certain that its nursing personnel are 
informed in writing (through its established means of communi- 
cation) about the existence of the formulary system in the 
hospital and the procedures governing its operation. 
In the formulation of policies and procedures, the terms ‘‘sub- 
stitute’ and ‘‘substitution’’ should be avoided, since these terms 
have been used to imply the unauthorized dispensing of a 
brand different from that prescribed or the dispensing of an 
entirely different drug, neither of which takes place under a 
properly operated formulary system. 
Provision should be made to apprise the medical staff of changes 
in the working of the formulary system or in the content of the 
hospital formulary. 
Provision should be made for the appraisal and use by members 
of the medical staff: 
a) of drugs not included in the formulary. 
b) of investigational drugs. 
The pharmacist, with such device and guidance from the phar- 
macy and therapeutics committee as may be indicated, should 
be responsible for specifications as to quality, quantity, and 
source of supply of all drugs, chemicals, biologicals and phar- 
maceutical preparations used in the diagnosis and treatment of 
patients, and for assuring that quality is not compromised for 
economic considerations. Such products shall meet the stand- 
ards of quality of the United States Pharmacopeia, National 
Formulary, New and Nonofficial Drugs, Accepted Dental Reme- 
dies, or other accepted national standards. 
The labeling of a medication container with the nonproprietary 
name of the contents is always proper. The use of a brand name 
other than that describing the actual contents is improper if 
it is used in a manner that can be taken as descriptive of the 
contents, even though personnel familiar with the formulary 
system may understand that it is not descriptive. The following 
format is recommended for labeling individual patients’ con- 
tainers used within hospitals: 


(NONPROPRIETARY NAME) 
Note for information of staff: Prescription or order 
(proprietary name) 
filled as per formulary policy; contents are same 
basic drug as prescribed but may be of another 
brand. 


The above format can be adapted for use in labeling nursing- 
unit medication containers listing commonly used proprietary 
names. 

In the absence of written policies approved by the medical staff 
relative to the operation of the formulary system, the pharma- 
cist must dispense the brand prescribed, bearing in mind his 
professional’ prerogative to confer with the physician should 
the prescribed brand be unavailable. Also, where a formulary 
system has been adopted, provision should be made for the ex- 
ercise of a physician’s professional prerogative in those cases 
where he believes a specific brand of a drug is important to 
the care of his patient, and so designates in a manner approved 
by the medical staff (other than by writing the brand name 
alone) . 
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He spoke briefly on the labeling 
of nursing-unit medication con- 
tainers under the system and de- 
scribed the format that can be used 
for such containers. He also stressed 
that hospitals should obtain the 
written consent of every staff phy- 
sician and house officer to the 
system. Although verbal consent 
probably would be adequate in 
court, he said, written consent is 
indisputable. 


Electronic Drug Station 
For Nursing Floors 
A new system for storage and ad- 
ministration of drugs on the nurs- 
ing floors was described at the 
annual convention of the Ameri- 
can Hospital Association by Angelo 
P. Angelides, M.D., medical ad- 
ministrative liaison officer, Lanke- 
nau Hospital, Philadelphia. 

The system*, now undergoing 
field trial in the Lankenau Hospi- 
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period. Sterilon’s 


PUC-24 fits infants of either sex instantly, stays in place by 
means of pressure-sensitive adhesive. Set consists of clear, 
polyethylene bag and 4-:foot connecting tube. Guaranteed leak- 


Pfoof, non-toxic and non-irritating. 


Stock No. PUC-24 
Clean and ‘ready to use 


STERILON CORPORATION 


_ 500 Northland Ave., Buffalo 11 
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tal, features two major pieces of 
equipment: a mobile drug cart 
with 34 or 40 small drawers for 
storing the individual patients’ 
medications, and an electronically 
controlled drug station, which can 
only be operated after activation 
by a key which is controlled by the 
nurse in charge of the unit. 

A third piece of equipment, a 


- treatment cart, is in the develop- 


ment stage. 

Each small drawer on the drug 
cart is prelabeled with the room 
and bed designation and has a 
holder for inserting the patient's 
name card. Three large drawers are 
used for storage of standard floor 
stock items. Four medium-sized 
drawers house: 

(1) Two Kardex files, one for 
routine and p.r.n medications and 
the other for a narcotics register, 

(2) Charge floor stock charge 
labels, medications to be returned 
to the pharmacy for credit, extra 
forms, pens and_ plastic markers, 
and individual drug Addressograph 
plates imprinted to correspond to 
items in the charge floor stock. 

(3) Charge and non-charge floor 
stock drugs. 

(4) Two emergency kits. 

A narcotics section on the right 
side of the cart has a double lock- 
ing door and drawer device requir- 
ing separate keys for each lock. 

The top surface of the cart pro- 
vides a working area for the nurse 
giving the medication. In the back 
portion there are individual con- 
tainers for storing sterile syringes 
and needles, alcohol well and 


‘sponges, used syringes and needles, 


waste, two disposable-cup dispens- 
ers, and space for keeping large: 
volume medications, such as min- 
eral oil and milk of magnesia. 
The electronically - controlled 
drug station stores 24 units of each 
of 50 different prepacked medica- 
tions; delivers any medication 
stored in it by use of the patient's 
Addressograph plate in combina- 
tion with a smaller special drug 
Addressograph plate, on which is 
imprinted the name of the drug, 
the dosage, the number of tablets 
dispensed, the cost and retail prices; 


(Continued on page 1214) 


*The Brewer system, developed by th: Brewer 
Pharmacal Engineering Co., Upper Dorby, Pa. 
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prescription pad 


Lower Cholesterol 

Nicalex, a new compound that low- 
ers elevated blood cholesterol lev- 
els with virtually no side effects 
and without dietary restrictions, 
has been released by Walker Lab- 
oratories, Inc. 

In addition the manufacturers 
recommend this drug in the treat- 
ment of hypercholesteremia as may 
be associated with diabetes, nephro- 
sis, obstructive jaundice, hypothy- 
roidism, and hypertension. Nicalex 
may also be useful in treating 
hypercholesteremia in patients with 
atherosclerosis, in those having a 
tendency towards it, and in those 
having gross disturbance of lipid 
metabolism which predisposes to 
coronary heart disease. 

Each Nicalex tablet contains 625 
mg. of aluminum nicotinate. 


Hormone Preparation 

E. R. Squibb & Sons has announced 
the release of Delalutin 2X, “dou- 
ble strength” Squibb Hydroxypro- 
gesterone Caproate, a sterile long- 
acting preparation of an esterified 
derivative of the progestional hor- 
mone. It is dissolved in castor oil 
and benzyl benzoate and is formu- 
lated to provide 250 mg. of Del- 
alutin 

The new product is recommend- 
ed for use in fetal salvage, obstet- 
rical surgery and infertility where 
doses of Delalutin are unusually 
high. 

Supplied for intramuscular use 
in 5 cc. vials. 


Chlorinated Steroid 

The first available chlorinated ster- 
oid, Diloderm (dichlorisone ace- 
tate), has been introduced by the 


Schering Corporation. Diloderm is 


recommended for relief of skin dis- 
orders in the full range of allergic 
inflamm: atory and pruritic condi- 
tions. For conditions where infec- 
tion is present, Neo-Diloderm is 
recommended. 

Both products are available in a 
10 gm. foam aerosol dispenser, 
spray aerosol in a 50 gm. container, 
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anxiety, apprehension and nervous 
tension. 

According to the manufacturer, 
Librium does not cause “‘flatten- 
ing” of the personality, habituation 
or withdrawal symptoms; it facili- 
tates psychotherapy, promotes ver- 
balization and frequently alleviates 
depression. 


and a 5 gm. tube of cream. The 
foam aerosol dispenser gives valve- 
controlled dosage. 


Psychodynamic Relief 

A new psychodynamic drug, Libri- 
um, is recommended by Roche 
Laboratories for the treatment ot 


Librium is available in both 5 
mg. and 10 mg. capsules, in bot- 
tles of 50 and 500. 


ELIMINATE 
BURNS 


(trade mark) 


Now . . . make burns by indifferent electrode during electrosurgery an impossibility. The 
Birtcher Safetrode is a large, flat condenser (25%2” x 1542”, molded in autoclavable neo- 
prene) that matches the capacity of the patient’s body and induces energy into the patient. 
It completely eliminates the antiquated metal indifferent plate which nurse and doctor must 
continually check for proper fit and contact—no need for messy jellies either. Simply place 
the Birtcher Safetrode on the operating table in a position approximating the trunk of the 
body with the usual sterile sheet draped over it. Safetrode does not depend on skin contact 
for proper functioning. Patient may be moved at will, in any position, with no reason for 
concern. Thoroughly tested and enthusiastically approved by surgical staffs of leading hos- 
pitals. Fits every make and model of electrosurgery machine. Specify make and model when 
ordering so proper cord tips can be fitted. Order a Birtcher Safetrode for every electrosurgical 
unit right now. Stop burns . . . stop lawsuits! 


IF YOUR DEALER CANNOT SUPPLY YOU, USE THIS COUPON 


The new Birtcher Safetrode offers new safety for patient, doctor and hospital. You may 
anticipate 25 years of trouble-free use. Guaranteed to please or your money back. Fill out 
and mail today! 


Send me Safetrode at $78.00 each 

THE | 

[_] Have a Birtcher Representative demonstrate the Safetrode. | 

BIRTCHER 

CORPORATION Name 
Department HT-1060 Hospital —— 

| 

4371 Valley Bivd. Address ; 
Los Angeles 32, California City Zone State | 


For further information see postcard opposite page 142 71 
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MEXICO CITY, by Arnold Mesches (opposite Page) 
is available in handsome wicde-margig 

print. Write Professional Services, 

Abbott Laboratories, North Chicago, Ilinoig 


IN MEXICO CITY, TOO, 
IS AN 
ANESTHETIC OF. CHOICE 


No intravenous anesthetic gives you such solid assurance: 
over a quarter-century of continuous use, with more than 
3200 world reports attesting to its effectiveness. Pentothal 
is a favorite in Mexico City hospitals. You’ll find its 
advantages equally valid for your operating rooms, too. 


SODIUM 


(Thiopental Sodium, Abbott) 


AN INTRAVENOUS AGENT OF CHOICE IN°75 COUNTRIES 


ABBOTT 
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ABBOTT 


ve ® +e as Inpersol, 7% Dextrose Solution (List 4630), 
as as Inpersolyd.5 %o Solution (List 4624); 


Now any hospital 
(large or small) 
can manage acute 
RENAL FAILURE 


introducing 


INPERSOL 


(Abbott's Peritoneal Dialysis 
Solution and Administration Set) 


Here’s a lifesaving procedure for patients stricken by 
acute kidney failure. With the aid of Inpersol, you can 


now convert the living peritoneum into a temporary 


kidney. Thus some 22,000 sq. cm. of semipermeable 
membrane become immediately available to you as an 


emergency filtering mechanism. 
Procedure is simple. Infuse two liters of Inpersol 


solution through a small incision into the peritoneal cavity. 
Waste metabolites promptly begin transferring themselves 


osmotically into the solution. After an hour, allow 


the solution to drain off. Repeat until kidney function 


is restored. 


Inpersol is practicai. You'll need no specially trained 


teams, nor unusual lab facilities. Each procedure, 
once begun, can normally be maintained by a 
nurse with supervision. 


Disposable equipment is used throughout. However, the 
Abbott design permits you to transfer the administration 
set aseptically to the next pair of bottles. Thus the same 
set serves up to 24 hours, a real economy for your patient. 


Useful not only in kidney shutdown, but also 


barbiturate poisoning, intractable edema, hepatic coma, 


hypercalcemia, azotemia, and chronic uremia. Ask 


your Abbott man for the literature, or write to Abbott 
Laboratories, Professional Services, North Chicago, Ill. 


th Solutions oor tent 
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SCANNING 

(Continued from page 9) 
lished, however, its relation to the 
quto was obvious. 

Modern automobiles, states Dr. 
Strauss, have a lowered silhouette 
with an acutely angled windshield, 
hampering entry and exit. The 
smaller automobiles may add _ the 
additional problem of narrower 
doors, depressed floors, and _ offset 
control pedals. 

Difficulties in operating the cars 
are not confined to very tall per- 
sons; only one of Dr. Strauss’ pa- 
tients more than 5 feet 10 
inches in height. 

While backache will usually be 
correlated with driving in a 
cramped position, the driver may 
forget that he is using muscles ol 
the chest and shoulder in a fashion 
to which he is not accustomed 
when he first acquires the small 
automobile. 


Was 


Ice Water Favored 
As First Aid For Burns 
Fight years ago, upon burning his 
hand with boiling grease, Los An- 
gles M.D. Alex G. Shulman 
plunged it into a tub of cold water 
because it seemed a “logical” way 
to alleviate pain. His assumption 
was proved to be correct; moreover, 
subsequent healing took place more 
rapidly than usual. Dr. Shulman 
therefore adopted the technic for 
his patients with first degree burns. 
In a recent issue of the Journal 
of the American Medical Associa- 
tion, Dr. Shulman states that what- 


ever the subsequent — treatment, 
patients who receive initial ice- 
water treatment fare better than 


those who do not. Pain that would 
ordinarily last 24 hours or more 
has been relieved at once and the 
usual inflammatory process second- 
ary to burns has been reduced on 
even reversed by icewater therapy. 
One hundred fifty patients have 
been treated with success. 


His method is to either place the 
burned area into a basin containing 
tap water, ice cubes and hexachloro- 
phene, or to apply towels chilled in 
ce water. The treatment is con- 
tinued till it can be stopped with- 
out return of pain, a period rang- 
ing from 80 minutes to five hours. 
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peptic ulcer 


. chymotrypsin (Chymar) 
offers a new approach to 
the treatment of peptic ulcer.” 

All symptoms disappeared and 
complete healing occurred in 49 out of 
54 cases where Chymar was used 
together with other agents and in 21 
out of 24 cases in which Chymar 

was used alone.! 


in wounds 


acts as a remarkable anti- 
inflammatory agent.” 


“The speed of the reduction in 
swelling and bruising in this type of 
injury was most marked.” 


CI | \ | \ R the superior anti-inflammatory enzyme 


Buccal « Aqueous « Oil 


the 
systemic route 
lo faster healing 
at any 
location 


| ARMOUR PHARMACEUTICAL COMPANY 


© 1960, A. P, Co, 


For further information see postcard opposite page 142 


controls inflammation, 
swelling and pain 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 
24 tablets. Enzymatic activity 
10,000 Armour Units per tablet. 


CHYMAR Aqueous— Solution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials cf 5 ec. Enzymatic activity, 


5000 Armour Units per tablet. 


CHY MAR Suspension of 
crystallized chymotrypsin in oil for 
intramuscular injection. Vials of 5 ce. 
Enzymatic activity, Armour 


Units per cc. 


1. Mozan, A. A.: Postgrad. Med. 

26 :542, 1960. 2. Fullgrabe, E. A.: Ann. New 
York Acad. Sc. 68:192, 1957. 

3. Moore, T.T.: Brit. J. Plast. 

Surg. :335, 1959 


KANKAKEE, ILLINOIS 


Armour Means Protection A 


77 


| 


a creamy plaster bandage that retains its full 


Now! Gypsona brings you 


strength after dipping and squeezing 


New L. P. L. Gypsona lets you mold strong, 


light, longer-wearing casts—with fewer bandages 


ntil now, a tariff was paid to the drain bucket. 
Needed plaster strength was sometimes squeezed 
out, washed away. 

Now, however, with the perfection of L.P.L. (Low 
Plaster Loss) Gypsona, you can mold 96% of the 
plaster into the finished cast. Now, new adhesive 
agents securely anchor the plaster to the base cloth. 


ORDINARY NEW L. P. L. 
PLASTER GYPSONA 


The difference is immediately apparent 
Here you see two bandages being subjected to approxi- 
mately the same amount of pressure after dipping. 
The disparity between the ordinary bandage and L.P.L. 
Gypsona, is clearly evident. The drainage from the 
Gypsona bandage is almost clear water. 


The implications are many 
Most certainly, you will use fewer bandages—a cheery 


78 For further information see postcard opposite page 142. 


note for the keeper of the budget. There’s less residue 
to contend with. You have cleaner handling throughout. 

You also enjoy the several advantages that have long 
endowed the international prominence of Gypsona, 


Creamy, 
conformable 
and tough 


The deeply buried 
leno fabric molds 
firmly about bones, 
protuberances and 
indentations. The 
comfortable Gyp- 
sona creaminess, as 
always, is a pleasure 
to work with. 

The threads do 
not slide. There is no 
sawtooth edge. The 
finished cast has the rich, polished glint that comes 
only of fine English-quarried plaster. 


Now your most difficult bandages 
can be made with creamy-smooth, 
extra-strong L.P.L. Gypsona. 


Price is still the same 

Not to be overlooked is the ease of unwinding with 
the Gypsona plastic core, which prevents telescoping 
Plaster stays fresh, almost indefinitely, in the airtigh! 
Gypsona package. And the price is still the same 4 
standard Gypsona plaster bandages. 

For a first-hand demonstration of L.P.L. Gypsona, 
get in touch with your Bauer & Black representative. 
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In the course of precision testing, a single L.P.L. 
Gypsona bandage, 4 inches wide and 3 yards long, 
was molded into a standard cylinder. After 24 hours, 
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PLASTER BANDAGES 


L.PL.Gypsona’ 


the cast was submitted to the strength-measuring 
apparatus above. The cast endured 304 lbs. pressure 
before it was crushed beyond a functional shape. 


THE K EN) compasy 
BAUER & BLACK DIVISION 


*Reg. T. M. of T. J. Smith and Nephew Ltd. 
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Electron Beam Sterilization preserves the natural 
elasticity of collagen. As a result Electron Beam 
Sterilized ETHICON surgical gut is more pliable, 
and averages about 10 per cent stronger, too. 


* electron beam sterilized surgical gut 


ETHICON 


80 For further information see postcard opposite page 142. HOSPITAL TOPICS ¢ 
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Principles of Effective Recovery-Room Care* 


By Melvin |. Gibbel, M.D.** 


This detailed description of a routine for effective 
care of the postoperative patient originally ap- 
peared as part of Dr. Gibbel’s article, “Pitfalls in 
Preoperative and Postoperative Care,” in the Febru- 
ary 1958 issue of the Surgical Clinics of North 
America. The accompanying photographs were tak- 
en by HospiraL Topics to illustrate some of the 
key points in the article. 


One of the most critical periods in the patient's 
postoperative course is after the wound has been 
closed and the dressings are in place. Frequently 
the primary concern of the operating room per- 
sonnel then becomes the evacuation of the oper- 
ating room as rapidly as possible in order to pro- 
ceed with a heavy operating schedule. The stage 
is set for serious postoperative complications if 
certain pitfalls are not avoided. 


Essentials of Transportation Equipment 

Often little consideration is given to the type 
of equipment available for the movement of the 
patient to the recovery room. 

The usual hospital cart as illustrated in figure 
| is adequate for the transportation of the patient 
following minor surgical procedures under local 
anesthesia. It holds grave dangers for the patient 
who is under general anesthesia, however, and 
respiratory obstruction and death may not be far 
off. 

The recovery-type bed which can serve the dual 
purpose of transportation and of a hospital bed 
while the patient remains in the recovery room 
is optimal (fig. 2). Special features which these 
beds should include! are: (1) a width narrower 
than the regular hospital bed to permit more ma- 
neuverability and more space in the recovery room; 
(2) casters large enough to permit ease of move- 


“Reprinted with permission from The Surgical Clinics of North 
imerica, Vol. 38, No. 1, February 1958. 

“*Clinical assistant professor of surgery, University of Illinois College 
ot Medicine; chief of surgery, West Side Veterans Administration Hos- 
pital, Chicago, Illinois. 
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ment; (3) adequate adjustments available to permit 
ease of positioning the patient; (4) built-in side 
rails to protect the patient in transit and also 
to prevent his falling out of bed during the im- 
mediate recovery period from the anesthetic; (5) 
(Continued on next page) 


Fig. 1: Inadequate transportation method using regular hospital 
cart with attendant. 


> gn 


Fig. 2: Adequate transportation of patient — 1. intravenous fluids 
in arm; 2. blood pressure cuff in place; 3. lateral recumbent 
position; 4. flexion of legs with pillow between; 5. oral airway; 
6. intratracheal tube; 7. nasogastric tube; 8. emesis basin; 9. 
anesthesiologist; 10. surgeon; 11. side rails; 12. removable head- 
board; 13. pillow above head; 14. large casters. 
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a removable headboard to facilitate emergency in- 
tubation or bronchoscopy. 

The patient may be brought to the operating 
room on a hospital cart and then at the comple- 
tion of the operation placed in the recovery bed 
where he remains until he is returned to the 
ward. 

If an untoward emergency arises in the recov- 
ery room, treatment is facilitated in this type of 
bed and he can be quickly returned to the surgical 
suite where, if necessary, surgical maneuvers can 
be performed in the bed. 


Determination of Transportability 

Even though the ultimate responsibility for the 
decision to move the patient to the recovery room 
rests with the operating surgeon, he must usually 
rely on the evaluation of the patient’s present 
status by the anesthesiologist. 

The patient should not be moved from the op- 
erating table if uncorrected hypovolemia with shock 
exists; if there is significant respiratory depression; 
if cardiac decompensation with pulmonary edema 
exists or if other serious conditions which may be 
remedied in short order are not corrected. 

The sine qua non of this period is continuity of 
observation and treatment. This can be accom- 
plished only when the surgeon and anesthesiolo- 
gist remain in constant attendance. 

After transportability has been established, the 
patient is moved slowly and gently from the op- 
erating table to the recovery room bed. 

The position of the patient is of great impor- 
tance during his transportation. Nausea and vom- 


Above (left): Patient arrives at recovery room in West Side VA 
Hospital, attended by Harold Luzzie, M.D. (I.), anesthesiologist, 
and Daniel McCarthy, M.D., resident surgeon. Recovery room 
normally accommodates six patients, but may be expanded to hold 
eight or nine. The room is available 24 hours a day. 

Above (right): Inside recovery room, Samantha Johnson, R.N., aids 
doctors in making patient comfortable and setting up necessary 
equipment, fluids and drainage bottles. She is handing wooden 
frame for water-seal bottle to Dr. McCarthy. The bottle is for 
drainage of excess fluids and blood from thoracic cavity. At top 
of frame is a light bulb, added at the suggestion of an aide at 
the hospital. It helps the nurse to see bottle’s contents and observe 
tube’s functioning. Left: As nurse assists doctors, she also listens 
attentively while they give her oral orders. Opposite page, above 
(left): At nurse’s desk, doctor reinforces oral orders by leaving 
them in writing. Day’s schedule of operations is on clip board 


iting are frequent in the immediate post-anesthetic 
period. If the patient is semiconscious with de- 
pressed reflexes and is placed in the supine posi- 
tion, vomiting will frequently be followed by a 
severe aspiration pneumonia, secondary to regurgi- 
tation of acid gastric juice. 

The blood pressure cuff should be left in place 
and the pressure again checked after the move- 
ment to the recovery bed. Parenteral fluids are con- 
tinued during the transportation. 

If general anesthesia was administered and an 
intratracheal tube is in place, this is not removed 
unless the patient has fully reacted. The rubbe: 
oral airway is also left in place. 

The nasogastric tube should have had suction 
applied during the surgical procedure and should 
not be clamped during the patient’s moverient 
to the recovery room. 

Aspiration of gastric contents by the lungs dur- 
ing anesthesia is more frequent than is generally 
believed. Culver? studied 300 unselected surgical 
patients by placing Evans blue dye in the stomach 
before induction of anesthesia and when the op- 
eration was completed the larynx, trachea and main 
bronchi were inspected and all secretions aspirated. 
Dye appeared in the pharynx in 26 percent and 
below the vocal cords in 16 percent of the pza- 
tients. Silent aspiration without observable emesis 
occurred in eight percent. Aspiration was four 
times higher in patients without gastric tubes in 
place. 

The patient should be moved in the later«! 
recumbent position (fig. 2) with a large pillow 
between the flexed knees. 
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attached to bulletin board. A compact FM radio unit provides soft 
music for the room. The music seems definitely beneficial to pa- 
tients, and the nurses also appreciate it, Miss Johnson says. Above 
(right): Miss Johnson makes routine blood-pressure check. Patients 
who have had general anesthesia are checked every 15 minutes 
until they respond —then every half hour. Those who have had 
spinal anesthesia are checked every 15 minutes for the first hour, 
then every half hour for the next two hours, then every hour until 
they leave the recovery room. Right: Postoperative support of the 
wound with a scultetus binder often aids coughing, Dr. Gibbel 
believes. He emphasizes that binder should be snug but not tight, 
so that chest and abdominal exp is not impaired. Here Miss 
Johnson shows that she can insert her hand between binder and 
patient’s body. Patient is encouraged to cough every 15 to 30 
minutes, depending on amount of tracheal secretions present. He 
is instructed to take 10 to 12 deep breaths every 30 minutes. 


The side rails should always be up during the 
movement of the patient. If they are not available, 
then straps should be used. Such precautions will 
prevent serious injury to an arm or leg. 

The movement should be accomplished undei 
the direction of the surgeon and the anesthesiolo- 
gist. Under no circumstances should the move- 
ment of the semiconscious patient be entrusted 
to a nurse or an operating room attendant. 


Reception of Patient in Recovery Room 

After the patient has been safely transported to 
the recovery room a second critical period in his 
recovery begins. The blood pressure is again 
checked and if the patient has reacted sufficiently 
and the intratracheal tube is stil] in place, the 
trachea is aspirated and extubation is accomplished 
by the anesthesiologist. The oral rubber airway is 
left in place until he is fully conscious. 

The vital signs are checked by the surgeon. Any 
drainage tubes are checked and correctly attached 
to the suction or drainage bottles. The intravenous 
fluids are checked to be sure they are still running. 


Orientation of Nurses 
The nurse is oriented as to the patient’s pres- 
ent condition and is instructed as to any special 
attention that is necessary as to airway, intra- 
venous fluids, drainage tubes or position of the 
patient. The nurse should be informed of any 
possible complications that are anticipated. 
Acute respiratory obstruction and postoperative 
hemorrhage are the two most common and most 
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serious complications that may occur in the recov- 
ery room during the first few hours after operation. 
These are of such a nature that the diagnosis must 
be made quickly and adequate therapeutic meas- 
ures taken. 


The routine and frequent checking and _ record- 
ing of the patient’s pulse, blood pressure and 
respiratory rate during this period should alert 
the nurse as to developing complications. 

Careful observation of the respiratory system 
includes not only respiratory rate but also the 
depth of respirations and the possible development 
of cyanosis, laryngeal stridor or intercostal muscle 
retraction. 

Continued observation of the circulatory system 
must include, in addition to blood pressure and 
pulse, the color, temperature and hydration of 
the skin ard mucous membranes; the pulse vol- 
ume and rhythm; any evidence cf blood loss on 
the dressing or through drainage tubes and any 
unusual restlessness of the patient. It should be 
emphasized that restlessness frequently is due to 
hypoxia rather than pain and can be relieved with 
oxygen therapy and will only be aggravated by the 
further use of narcotics. 

The nurses must be instructed that any marked 
change in the status of the cardiorespiratory func- 
tion should be immediately reported to the surgeon. 

A frequent pitfall is inadequate orientation of 
the nurse so that adequate observation of the pa- 
tient is obtained but serious developments are 


(Continued on next page) 


83 


- 


overlooked or, even worse, are observed but are 
not reported to the surgeon. 


Orders 

Oral instructions are first given but these must 
also be supplemented by complete detailed writ- 
ten orders. The latter are too often neglected, 
which leads to unnecessary confusion and olten 
inadequate therapy. 

Specific orders in relation to individual diseases 
or operations are considered in other clinics. There 
are certain generalizations, however, which can be 
made and which should serve as a guide. 

Even though we are all aware of the importance 
of the type and amount of fluids administered, 
the rate is often designated for a 24-hour period. 
This often leads to considerable variation in hourly 
rate. Often the fluids may run slowly for 16 to 20 
hours and then suddenly the nurse becomes aware 
of the amount still to be administered and the 
remaining two-thirds will be given in one or two 
hours. This should be avoided by ordering the 24- 
h®ur parenteral fluid requirement in eight-hour 
increments so that each nursing shift will have 
its own goal and responsibility. 

Intake and output records should be routine on 
postoperative patients, and where they are not, 
then specific orders must be written. 

Orders for the control of pain are always nec- 
essary. ‘Too often the doctor's sympathy for the 
patient or his desire to keep the recovery room 
quiet leads to overmedication with its detrimental 
effect on the patient. The use of opiates and nar- 
cotics should be held to a minimum. When they 
are ordered, the orders should state specifically 
for what symptom they are intended and then 
only as necessary. Too lrequently the opiates are 
used as a sedative or soporific when small doses 
of a barbiturate would have been adequate. This 
leads to respiratory depression and to increased 
postoperative ileus. When possible, pain should 
be controlled with regional 
cvlates. 
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The Stir-up Regimen 

By tar the most frequent complications that arise 
in the immediate postoperative period are related 
to the respiratory system. 

The continued study of pulmonary complica- 
tions, their etiology, prevention and treatment, 
during the last 50 years has led to certain estab- 
_ lished facts and principles of preoperative and 
postoperative management, which are listed below. 

1. Upper abdominal operations are more olten 
complicated by pulmonary complications than op- 
erations in the lower abdomen. 

2. Pre-existing pulmonary disease or infection 
predisposes to complications. As stated previously, 
this may often become apparent only from the 
history. Where elective surgical procedures are 
contemplated, they should be delayed two to three 
weeks after an acute upper respiratory infection. 


Where chronic pulmonary disease exists, surgery 
must be delayed until the patient has been treated 
and reached optimum pulmonary function. 

3. The role of heavy cigarette smoking in pul- 
monary disease is becoming more apparent. The 
chronic pharyngotracheobronchitis which develops 
makes surgery more hazardous. These people should 
reduce their consumption to less than one-half pack 
of cigarettes per day for several weeks before oper- 
ation. 

“4. Severe dental caries should be treated betore 
elective surgery. 

5. Obesity should be controlled by diet and 
weight reduction before elective surgery. Pulmon- 
ary complications are increased in thé overweight 
patient. 

6. Proper choice as to type and length of in 
cision is important. Less pain is experienced with 
transverse incisions. The incision should be long 
enough to give adequate exposure with a mini- 
mum of strong retraction. 

7. Gentleness and care in handling of tissue 
at Operation decrease postoperative pain and aid 
pulmonary ventilation. 

8. Heavy preoperative sedation often reduces 
the cough reflex and thickens the secretions so 
that atelectasis is present even before the opera- 
tion has begun. 

9. The preoperative use of a nasogastric tube 
to remove retained stomach secretions and its post- 
operative use to prevent and reduce abdominal 
distention are important. 

10. Postoperative support of the wound with a 
scultetus binder often aids coughing. The binder 
should only be snug and not tight, so that chest 
and abdominal expansion is not impaired. Teach- 
ing the patient to support his wound while cough- 
ing also reduces pain. 

11. Preoperative instruction of the patient, 
either by a trained physiotherapist or the surgeon, 
in deep breathing, diaphragmatic breathing and 
coughing makes the immediate postoperative stir- 
up regimen more effective. 

It becomes apparent from the above principles 
that the primary mechanism for development ol 
pulmonary complications is the retention of bron- 
chial secretions. While often the causes are multi- 
ple. the basic one is retained bronchial secretions 
with obstruction. 

The prevention of the accumulation of these 
secretions is one of major problems in the post- 
operative period. The method used to accomplish 
this has been called the stir-up regimen.! This 
should become an established routine in the re- 
covery room but it must also be continued alte: 
the patient has been returned to his room. The 
essentials of this regimen are: 

1. Cough. The patient must be encouraged and, 
if necessary, coerced to cough every 15 to 30 min- 
utes, depending on the amount of tracheal secre- 
tions present. Support of the operative wound | 
the patient or by a binder will make the cough 
more effective. 
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2. Deep Breathing Exercises. The patient should 
take 10 to 12 deep breaths every 30 minutes. These 
should be checked occasionally by the nurse or 
physician to be sure they are being adequately 
performed. 

3. Change in Position. The patient must be 
instructed to move from back to side and from 
side to side. During the first few days he will need 
assistance but this should be kept to a minimum. 

4. Mobilization. The patient should be instruct- 
ed in the early movement of the feet and legs 
while lying in bed. He must be encouraged in 
this and his performance checked. Early ambula- 
tion is encouraged. Sitting on a chair or the side 
of the bed may cause obstruction to venous flow 
in the legs and predispose to phlebothrombosis. 

5. Narcotics and Sedatives. Their use must be 
kept to a minimum. Their specific action in de- 
pressing the cough reflex and also the ciliary action 
within the bronchi only hinders the expectora- 
tion of secretions. 

6. Carbon Dioxide. Where the patient refuses 
or is unable to breathe deeply and cough, carbon 
dioxide will be of value. This should be given 
with an air mixture and not as an oxygen mixture. 
This is easily accomplished by directing the gas 
through a catheter to within 10 to 12 inches of 
the patient’s face. It should be continued only 
until deep breathing and cough occurs. This may 
be repeated several umes per hour. 


Progress Notes 

Adequate progress notes are essential for con- 
linuity of patient care. Frequently emergencies 
arise in the recovery room at a time when the 
responsible surgeon is not available. The physi- 
cian who gives treatment must have a ready source 
of information as to the patient's past treatment. 

Because of the difficulty in getting surgeons to 
write adequate postoperative notes, we have pre- 
pared an overprint to be stamped on our standard 
form called Progress Notes” (fig. 3). 
This requires litthe writing but assures that ade- 
quate information will be contained in the initial 
postoperative note. The back of this form (fig. 4) 
is used for the recording of postoperative compli- 
cations and especially wound infections. These 
forms have aided in patient care and also con- 
tribute to quicker and more accurate accumulation 
ol statistical data. 


Summary 
Some essentials of preoperative and postopera- 
tive care which are often overlooked and may 
lead to serious complications have been discussed. 
lo be forewarned is to be forearmed is the theme 
ol good preoperative evaluation and preparation. 
Only then are the pitfalls avoided or minimized. 
REFERENCES 
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CLINICAL RECORD 


cave of 
Operation 


DOCTOR'S PROGRESS NOTES 
(Sign all notps) 


To be written on day of Surgery 
PROGRESS MOTE: and filed in Clinical Record 


3) ELACTIVE: gubsti tuted 
4) ANESTH. METHOD: 5) AMESTETIST: 
| 
") ‘SPECIMEN TO PATHOLOGY: Yes 

8) | TrEO wus: Clean 

‘nue Peritoneum: Absorbable___ Non-abs Continuous. Interrupted 

12) TRAINS: No. Separate stab 


‘Thru wound, 


RAT 
12) | OPERATION (in Ars.) 
— BLOOD TRANSFUSIONS 

13) | IN SURGERY (unsts) Breircle: 3 4 5 
ATE POST OP COMDITION: 


| PEication 
- 


| (Continue on reverse side) 


TENT For typed or ‘Name leet. fret, REGISTER MO. WARD MO. 
(eddie grade, date, hospital or medveal facility) 


DOCTOR'S PROGRESS NOTES 
Standard 508 
VA WEST SIDE HOSPITAL, CHICAGO 


Fig. 3: Overprint form for initial postoperative note. 


DOCTOR'S PROGRESS NOTES 


(Sign all notes) 


oaTe | 
___ PART B -| _ COMPLICATIONS: 


_WOUND COMPLICATIONS: Mo. Yes. Specify 


Tf infection - Notify Chief, Gurg Gerv.; Initiate Pert C following 
OTHER COMPLICATIONS: No__ Yea_ @peciify: 


Send copy of Porm (all perts) to Chief 
___PART C =| REPORT OF WOUND Surg. Serv. upon receipt of culture report 
1)| DATE INFECTION D P.O. Dar, 
At first dressing: No. Yes 
2)| DESCRIPTION OF INFECTION: 
Date taken: 
3 CULTURE: Reported organiam: 
Sensitivity: 
4)| ANTIBIOTICS: (Specify drug & when given) 
5)| CONTAMINATION ) No, Yes Specify 
SURGERY: ) 
€)| OBVIOUS BREAKS IN TECHNIQUE: 
7)| ‘SURGICAL NURSE(S) 
 ATTENDANT(S) 
9)| PRE-OP DAYS: oth: Pre-CP Days on Surgery 


Fig. 4: Overprint form for postoperative complications. 
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Cureulat H 
2) 
Scheduled 
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Thor 
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STATUS Poor_____ Other, specify: } 
42) REMARKS: 
H-1104 } 
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Mats placed at the entrances to the ward are frequently saturated 
with a germicidal solution, so that the undersurfaces of shoes and 
the wheels of vehicles are placed in contact with the germicidal 
agent. 


All carts entering or leaving the ward roll over the saturated mats. 
Here a metal hamper containing contaminated linens is removed 
from the ward. 


Above: Nurse walks across a germicide-saturated mat which has 
been placed between the patient area and the sterile supply room. 


Below: All attending personnel wear clean surgical scrub suits 
while on duty, in lieu of street clothing or uniforms. Attendant 
rinses hands in basin of germicidal solution at patient’s bedside. 


Precautions in 
Guard against 


Precautions and procedures used at Brooke Army 
Medical Center to prevent cross-contamination of 
patients ave shown in the’ film, “Hospital Infec- 
tion Control,” made by the visual aid section of the 
Surgical Research Unit. HosprraL Topics presents 
selected scenes from the film, with explanatory 
comments by Lt. Col. Tumbusch, chief of the unit's 
clinical division. 


Since approximately 60 percent of the patients 
who die following thermal trauma die of invasive 
infection, it is most important that every effort 
be made to eliminate or reduce the number of 
bacteria on burn wound surfaces and in the en- 
vironment in which these patients are treated. 
This could be best accomplished by practicing 
complete isolation of the patient from other pa- 
tients; however, this is not possible in most hospi- 
tal settings because of the increased work load 
inherent in these technics. 

It is believed that the next most effective ap- 
proach to the cross-contamination problem is to 
set up barriers which would impede organism 
transmission, minimize the number of bacteria, 
and initiate measures to obtain the earliest possible 
closure of the wounds by skin grafting. 

The motion picture, “Hospital Infection Con- 
trol,” depicts our attempt to reduce the amount 
of bacteria allowed to enter the burn ward. At 
the entrance of each ward is placed a mat which 
is kept wet at all times by frequent applications 
of an iodine germicidal solution. All personnel who 
enter the ward wipe their feet upon entering. 
All vehicles (food carts, x-ray machines, litters, and 
other special equipment) necessarily are rolled 
over the saturated mat, and liberal contact with 
the germicidal solution is made on all floor-touch- 
ing surfaces. 

This does not sterilize the undersurface of shoes, 
nor does it sterilize the wheels of the vehicles; how- 
ever, considerable dirt and considerable numbers 
of bacteria are removed and actually destroyed 
during this exposure. 

Since the bacterial count in the atmosphere on 
the burn ward is high, as demonstrated by high 
counts in air-sampling procedures, and these counts 


*Chief, clinical division, U. S$. Army Surgical Research Unit, Brooke 
Army Medical Center, Fort Sam Houston, Tex. 
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Burn Ward 
Infection Spread 


By Lt. Col. Wilfred T. Tumbusch, MC* 


are higher during periods of activity of attending 
personnel, visitors, and others, all unnecessary 
activities by members of the staff are minimized. 
Also, because the bacterial counts are high in cul- 
tures taken from the walls, floors, and equipment 
used to care for the patients, these things are 
washed at frequent intervals with a germicidal 
solution. It is thought that this procedure is benefi- 
cial in reducing the total count of bacteria on the 
ward. 

There is one room set apart from the ward 
which is large enough to accommodate eight pa- 
tients. A patient is treated in this room until his 
burn wound is reduced greatly in size or until 
we believe the patient is out of danger, whereupon 
he is transferred to the open ward. 

In this room, the strictest precautions against 
bacterial contamination are practiced. All per- 
sonnel and visitors who enter this area must be 
gowned and masked, and must then wash their 
hands and rinse them in the germicidal solution. 

Personnel who take care of the patients in this above: The undersurface of a Stryker frame is being decon- 
cubicle are assigned for an eight-hour shift and taminated by application of a germicidal solution. 
leave the room only for urgent reasons. At each 
patient’s bedside is a basin containing germicidal 


Frequent decontamination of the standard hospital bed is accom- 
plished by liberally applying a germicidal solution. 


solution which is used for rinsing of the hands : 
before and after a treatment or procedure the Equipment act ln is decontaminated by applying 
patient. The solution in these basins is changed cidal solution. It is covered with a clean sheet, and is again de- 

every four hours. contaminated before it is put into use. 


Each patient has his own thermometer, stetho- 
scope, and blood-pressure apparatus. Any other 
equipment that will be repeatedly used is kept at 
his bedside and is not used on another patient 
unless it has been decontaminated with the germi- 
cidal solution. 

When dressings are changed, they are put into 
paper bags and removed immediately from the 
patient area. Surgical instruments used for minor 
procedures on the ward are immediately decon- 
taminated by soaking in the germicidal solution | 
and then thoroughly washed before they are re- 
turned to the central medical supply for resteriliza- 
tion, 


On the open ward, precautions against cross- 
contamination are not nearly so rigid. Here the 
patients are undergoing the final stages of graft- 
ing and healing, and they pass into the convales- 
cent phase. 
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Cystoscopic 


Holder’ 


reteral Catheter 


Fig. 1: End on view of ureteral catheter holder. 


Catheter holder on McCarthy panendoscope. 


Fig. 2, A: Catheter holder with Brown-Buerger cystoscope. B: 


By George G. Gilbert, M.D.** 


The need for, and convenience of, a cystoscopic 
ureteral catheter holder have seemed great. After 
many accidental contaminations of ureteral cathe- 

ters, all the way from the patient’s abdomen to the 
cystoscopist’s eyebrow, exasperation led to the de- 0 
velopment of this ureteral catheter holder. 

The metal of the instrument (fig. 1) has all the 
same qualities of that in the cystoscopes them- 
selves. The sleeves through which the catheters 
run will accommodate all sizes up to 12F. The 
sleeves are mounted on ball and socket joints, allow- 
ing choice of any desired angle. The upper branches 
of the Y may be swung through an arc from the 
upright position to one about parallel to the stem 
of the Y. The semicircular band which clamps 
on the various instruments as shown in all the 
illustrations may be tightened securely with the 
hand screw. The holder fits all standard sized cathe- 
terizing telescopes of the Brown-Buerger type (fig. 
2, A) and all sizes of McCarthy panendoscope 
sheaths (fig. 2, B). The holder is not adaptable to 
the various children’s or infant cystoscopes. With 
both branches of the Y collapsed against the stem, 
the instrument takes very little space. As a result, it 
is conveniently stored and transported. 

Many cystoscopies throughout the country are 
carried out entirely by the operator, particularly 
those done in the urologist’s office. Besides, most 
office cystoscopies are performed with nonsterile 
drapes. This is not an ideal situation, but where 
that condition obtains, this catheter holder minim- 
izes the risk of contamination. Under ideal con- '@) 
ditions, with complete sterile technic and trained 
assistants, the holder is still very helpful purely as 
a convenience in the multitudinous niceties ol 
manipulation of ureteral catheters and bougies. 
Admittedly, where the situation calls for a lot ol 
twisting of the larger sized catheters, the holder 
limits freedom of such movements. The same 
limitation has been encountered with stone baskets. 

As with al! iastruments, care and patience are 
rewarding in getting maximum efficiency. Any 
experienced cystoscopist will automatically make 
minor adaptations. Using the Brown-Buerger in- 
struments (fig. 2, A) a little care is necessary to 
keep the curve of the catheter from touching the 
forehead and eyebrows. This seems best achieved 
by having the catheter run between the middle and 
index finger. There is much less risk of this with 
the pandendoscopes (fig. 2, B). 

The incredible ability of Mr. Frederick Wallace 
and his ACMI associates to put together such an 
instrument from crude drawing and description is 
part of the reason for expressing thanks. Thei 
cooperation and speed in manufacturing an origina! 
and one modification were equally amazing and 
a source of gratitude. Thanks are also due to Mrs. 
Dorothy Whitlock for the clear illustrations. 


*Reprinted with permission from The Journal of Urology, Vol. 82 0 
No. 6, December 1959. 
**309 Doctors Bldg., Asheville, N. C. 


HOSPITAL TOPICS 


| 
Q 
Y 
<> 


ICS 


BY CARL W. WALTER, M.D. 


Assisted by Dorothy W. Errera, R.N. 


Q. Our laboratory technician is reluctant to run 
cultures on our sterilizer because he claims the 
equipment he has is inadequate. I noticed he has 
an incubator that goes to 60° C. He also wants to 
know why he has to use the spore strips we buy 
for testing. He maintains the cost of the procedure 
is prohibitive. 
A. Spores of B. Stearothermophilus are used for 
testing sterilizer efficiency because this is one of 
the most heat-resistant organisms available. Spore 
strips populated with about 100,000 organisms may 
survive exposure to saturated steam at 250° F. 
for five minutes but are destroyed in 12 minutes. 
The spore strips are not difficult to use. The 
maximum incubator temperature required is 55° 
C., and only standard laboratory materials such 
as fluid thioglycollate medium and ordinary cul- 
ture tubes are used. In the hands of a cooperative 
bacteriologist it is not a complicated matter. 
Cultures must be incubated for seven days. 
Hence, bacteriological testing, while useful as a 
spot check on sterilizer efficiency, has little relation 
to day-by«lay safety. Safe sterilization depends on 
proper packaging in permeable wrappers, proper 
loading of the sterilizer to allow for free access 
of steam to all surfaces, and a 30-minute sterilizing 
cycle. 


QO. We are in the midst of a dispute regarding 
sterilization of instruments in the high-speed auto- 
clave. Heretofore, we have sterilized a “few” in- 
struments (four or five) for three minutes at 
270° F. More than a few—a whole set, for instance 


—we have sterilized for six minutes. These are’ 


unwrapped, and the reason for the longer steriliza- 
tion period is the need for proper penetration. 

\. When instruments are sterilized in the steam 
sterilizer unwrapped, there is no problem of 
penetration. Heating is by direct contact between 
instrument and steam. Heat is also conducted from 
instrument to instrument very quickly, and it 
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takes but a few seconds tor the load to reach 
sterilizing temperature. Hence, there is no need 
to adjust sterilizing times for the number of in- 
struments included in a load. For one or a hun- 
dred, the thermal death time is 13 minutes at 
250° F. exhaust-line temperature or two minutes 
at 270° F. exhaust-line temperature. 

BUT if instruments are sterilized in a muslin 
wrapper, time must be allowed for steam to pene- 
trate the wrapper. Seven minutes at 270° F. is 
adequate. The number of instruments being ster- 
ilized is not the subject for concern. The quality 
of the wrapper is the determining factor in pene- 
trating time. 

In either instance, instruments are sterilized un- 
locked and loosely stacked, so that there are no 
tightly apposed surfaces to inhibit direct contact 
by steam. 


Q. I would like your opinion as to the steriliza- 
tion of wire on wooden coils. It seems to me that 
dry-heat sterilization is necessary for penetration 
of the inner layers of wire. 

A. Dry-heat sterilization is a surface phenomenon 
and is accomplished by conduction. There is no 
problem of penetration. Wire sutures in dry heat 
conduct heat from one layer to the next. Similarly, 
an instrument in dry heat is heated on the surface 
and conducts heat to other instruments. If one 
attempts to sterilize wrapped articles in dry heat, 
the problem of penetration arises because the 
fabric conducts heat poorly and penetration is 
slow. 

Wire sutures can be sterilized in dry heat (320° 
F. for one hour; 250° F. for four hours) or steam 
(250° F. for 30 minutes—13 minutes if unwrapped). 
But in either case they should not be sterilized on 
wooden spools, because the heat drives lignum 
out of the wood and the minute deposits on 
the sutures, not seen with the naked eye, act as 
foreign bodies in the tissues. 


Q. Are staples acceptable for closing cellophane 
packages, or is there some danger from the holes? 
A. Stapling is an inferior method for closing 
packages. The holes encourage tearing and allow 
entry of bacteria. A better technic is one in which 
the end of the tubing, through which the sterile 
article will subsequently be removed, is closed 
with a paper clip before sterilization. The other 
end is closed after sterilization and sealed with 
tape. 


Q. Will incineration destroy bacteria completely 
on contaminated materials such as paper or swabs, 
or must they be autoclaved first? 

A. Incineration is the ultimate in terminal steril- 
ization. It is a totally destructive process. Care 
must be taken to discard contaminated articles 
for incineration, so that spread of organisms is 
impossible while the material is being transported 
to the incinerator. Collection should be in water- 
proof paper bags or plastic bags, both with snug 
closures. 
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Head, James M., and Gale, Joseph 
W.: “A Forced Spray Technic ol 
Surgical Skin Preparation.” Wisc. 
Med. J. 58:565, September, 1959. 
The operative area is wiped 
with 70 percent alcohol, then 
sprayed with tincture of thi- 
merosal, dispensed from what 
appears to be a compressor- 
driven spray gun. The authors 
suggest this method as an easy, 
thorough, rapid means of dis- 
infecting large areas of skin. 

Originally it was thought 
that the jet spray would force 
the disinfecting solution in a 
fine mist under pressure deep- 
er into skin layers and inhibit 
the growth of organisms in 
hair follicles and sweat glands. 
Skin biopsies, however, showed 
the solution only penetrated 
the cornified layer of epithe- 
lium. 

To evaluate its efficacy, skin 
cultures were obtained prior 
to skin disinfection in 50 con- 
secutive thoracic cases. All 
grew out various combinations 
of organisms. Alternate pa- 
tients were prepared with the 
routine skin-disinfection tech- 
nic; the others were prepared 
with the jet-spray technic. 

The routine technic consist- 
ed of a scrub with green soap 
and benzine followed by 70 
percent alcohol, then tincture 
of thimerosal. The jet-spray 
technic was used as described 
above. Most patients were 
scrubbed with hexachloro- 
phene preparation the night 
before and morning of surgery. 

All wounds were closed in 
identical fashion. All patients 
received antibiotics postopera- 

tively. No wound infections oc- 
curred in either group. The 
authors contend that this spray 
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technic is as good bacteriologi- 
cally as conventional technics 
lor skin disinfection and has 
the advantages of ease of ap- 
plication and speed. 


Barron, James: “Local Anesthetic 
Pumps for Control of Postoperative 
Pain.” Surg. Clin. of North America 
39:1503, December, 1959. 
Postoperative pain is distress- 
ing in any case, but in wounds 
of the chest or abdomen, it 
may also cause a reduction of 
vital capacity and pulmonary 
complications. The undesira- 
ble side-effects of prolonged 
or excessive medication for 
pain are well known. Attempts 
to inject painful wounds with 
procaine have been time-con- 
suming and attended by the 
hazard of infection that accom- 
panies frequent injections. 

A simple, new device is de- 
scribed which automatically in- 
jects a loca] anesthetic solution 
into a wound for a 24-hour 
period. It is essentially a round 
nylon tank (appearing to be 
about 4” in diameter) divided 
in half by a rubber diaphragm. 
One chamber holds one or two 
percent Xylocaine; the other, 
oxygen or carbon dioxide for 
pressure operation of the 
pump. Gas pressure can be 
regulated, and a needle valve 
controls flow of solution. 

There are no cumbersome 
cords or connections. Small- 
diameter plastic tubes from 
the pump are sutured to the 
skin edge (or deep in the 
wound if indicated), and the 
pump is incorporated in the 
wound dressing. 

Narcosis has been substanti- 
ally reduced in the majority 


of patients tested to date. Post- 
operative nausea and disten- 
tion appear to be less, and no 
undesirable effects on wound 
healing have been observed. 


Dornette, William H. L., and 
Hughes, B.H.: “Care of the Teeth 
during Anesthesia.” Anes. and 
Analg. 206, May-June, 1959. 
_A patient’s dental prosthesis 
may not be immediately ap- 
parent, and the patient may be 
reticent to discuss it or even 
to admit to having one. If the 
anesthetist suspects that one 
might be present, but can 
neither confirm his suspicion 
by examination or the patient’s 
admission, he should not hesi- 
tate to call the patient’s dentist 
and inquire about the dental 
work. 


The anesthetist is responsi- 
ble for seeing that all dentures 
are removed in the operating 
room. If one is damaged, he 
should speak frankly and 
promptly with the patient and 
his family. Delay only evokes 
suspicion. Responsibility for 
repairs is a matter for indi- 
vidual consideration, but if the 
patient has concealed the pres- 
ence of a denture or refused to 
remove one, the anesthetist is 
relieved of all responsibility. 


0 | 


This article also discusses in 
detail various types of pros- 
theses, the pressure that teeth 
and gums can be expected to 
withstand, and various tech- 
nics of instrumentation in the 
mouth. The structure and the 
impaction pattern of every pa- 
tient’s mouth are different, and 
anesthetists are urged to re- 
spect this particular indivi- 
duality as they begin anesthe- 
tizing procedures. 


“Notes and News.” Lancet 1:931, 

April 23, 1960. 
Dr. K. B. Rogers, clinical path- 
ologist at the Children’s Hos. 
pital in Birmingham (Eng- 
land), reports his experiences 
with a disposable paper mask 
incorporating an impervious 
layer. His subjects wore the 
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masks for over an hour and 
thereafter were tested every 15 
minutes. 

Petri dishes of 10 percent 
blood agar were held about 12 
inches in front of the wearer's 
mouth. The masked subject 
said “tut” 10 times in a normal 
voice. A second plate caught 
the spray from an_ explosive 
“spitting.”” No organisms were 
grown. 

This investigator had the 
same results testing cotton 
masks with a layer of cello- 
phane incorporated in the 
mask, except in cultures made 
with plates held at right angles 
to the mouth, where organisms 


could escape around the edges 


of the mask. The paper mask 
that fit the face snugly gave 
negative results, whereas posi- 
tive cultures were always ob- 
tained with the cotton mask 
that made poor contact with 
the sides of the face. 

The author cautions that 
the paper mask is no good 
lor a person with a cold or 
nasal discharge because it wets 
and tears easily. But then, he 
points out, this person has no 
right to be on duty anyway; so 
the masking issue becomes sec- 
ondary. 


U.S. VA Cooperative Study Com- 
mittee for Hospital Infections: 
“An Evaluation of Hospital In- 
fections with Analysis in Mortality 
and Morbidity.” Surg., Gynec., and 


Obs. 110:157, February, 1960. 
This notable study defines the 
severity of the community and 
hospital infection problems 


and illuminates certain inade-. 


quacies in reporting and con- 
trols. 

Patient populations in six 
hospitals were studied for 18 
months. Two of the six were 
tuberculosis hospitals; one was 
a 150-bed general hospital in a 
small New England commu- 
nity, and one a 500-bed gen- 
cral hospital in a_ university 
city. The last two were 1,000- 
bed general hospitals in met- 
ropolitan areas and with uni- 
versity affiliation. 
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A central laboratory was es- 
tablished to standardize lab- 
oratory technics and assure a 
more reliable spectrum of re- 
sults. Until the technics were 
reconciled and supervised, re- 
sults between individual hos- 
pital laboratories and the ref- 
erence laboratory agreed in 
only 86 percent of all instances. 
With uniformity of technics, 
results now agree in 99 percent 
of cases. 

Type 42B/52/52A/81 was 
found in 19.3 percent of the 
cultures; a new strain, 47/77, 
54/53, made an_ increasingly 
frequent appearance, until it 
now accounts for 17 percent 
of cultures; and type 80/81 is 
making a return appearance. 
This changing pattern of in- 
fectivity is quickly recognized 
in a centralized reference lab- 
oratory, whereas the individual 
hospital laboratory may not 
detect such a change until val- 
uable time for control has 
been lost. The reference lab- 
oratory with data available is 
in a position to suggest sched- 
ules for enforced removal of 
effective antibiotics from clin- 
ical areas before resistance is 
established. 

In this study, any clinical 
condition yielding a pure cul- 
ture of staphylococci or one in 
which the staphylococci were 
predominant was tagged an in- 
fection. These ranged from in- 
flammation to meningitis and 
septicemia. 

Great variations report- 
ing existed between hospitals 
despite the development of a 
standard form. Differences of 
opinion and a philosophy that 
did not consider the potential 
hazard to other patients of the 
minor infection in a host were 
considered to be the causes of 
variations. 

In one large hospital, a par- 
ticularly conscientious —physi- 
cian personally ferreted out 
all infections for several 
months. The infection rate for 
that time swung between 13 
and 15 percent. When he was 
transferred, the reported rate 
dropped to one to two per- 


cent, at which level the hos- 
pital had supposedly been op- 
erating before the study. 

This experience provoked a 
thorough —hospital-by-hospital, 
bed-by-bed study by members 
of the investigating group. 

Seventeen percent of the pa- 
tients in the tuberculosis 
hospitals were suspected of in- 
fections other tubercu- 
losis; 37 percent of the pa- 
tients in the general hospitals 
(evenly divided between med- 
ical and surgical services) war- 
ranted further study. Signifi- 
cant numbers of infections 
were found in patients hospi- 
talized for other disabilities or 
diseases. 

In the 18 months of study, 
29,817 patients were hospital- 
ized, of whom 1,093 had _ in- 
fections due to staphylococci. 
About half of these acquired 
their infections in the hospi- 
tal, and about half were ad- 
mitted with infection already 
present. One-hundred fifty-one 
died with clinical infections, 
and staphylococcal infection 
contributed to 95 of the deaths 
(63 percent). Thirty-two 
deaths were in patients with 
infections acquired in the com- 
munity; 52 were in patients 
with hospital-acquired sepsis. 
Eleven cases could not be 
placed definitely in either cate- 
gory. 

Every hospital has in- 
dividual infection problem, 
and a plea is made tor high- 
level professional supervision. 
Infecti »n committees are urged 
to make rounds from bed to 
bed to honestly identify and 
assess infections, so that real- 
istic data can be established 
whereby an epidemic can be 
announced or control measures 
can be evaluated for effective- 
ness. 

No single measure can be 
expected to be the panacea in 
every hospital situation. 

Education and re-education 
are urged to create agreement 
and uniformity in definitions, 
critical evaluation of controls, 
and uniform application of 
remedial technics. 
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hydrochloride 


(Brand of mepivacaine hydrochloride) 


a unique local anesthetic 


outstanding features. ’” 


Carbocaine combines the best characteristics 
of older local anesthetics with exceptional new 
advantages. 


More potent 
than procaine or lidocaine.” 
Quicker onset of anesthesia 
than obtained with other agents.® 
More prolonged anesthesia 
— lasts several 
Greater safety 
—low toxicity, virtually no vasodilatation,’® 
epinephrine not required except for hemostasis. 
Local anesthesia extended 
to many more 
patients and procedures.*® 
Greater stability 


—no risk of decomposition or loss of potency. 


Carbocaine|(brand of mepi ine), trad k reg. U.S. Pat. Off. 


Carbocaine has been found suitable for eld- 
erly or poor risk patients, for patients with 
epilepsy or cardiac disease, as well as for 
many others in whom potent anesthetics are 
generally contraindicated. 


For infiltration and nerve block, caudal and 
peridural block, and therapeutic block in 
management of pain. 


How Supplied: For infiltration and nerve 
block: Carboeaine hydrochloride, 1 per cent 
and 2 per cent, in sterile saline solution, in 
multiple dose vials of 50 ee. For caudal and 
peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, 
in single dose vials of 30 ee. ; 


References: 1. Sadove, M. S.: A preliminary re- 
port on Carbocaine, a new local anesthetic. Sub- 
mitted for publication. 2. Luduena, F. P.; Hoppe, 
J. O.; Coulston, F., and Drobeck, H. P.: The 
pharmacology and toxicology of mepivacaine, a 
new local anesthetic, Toxicol. g Appl. Pharmacol. 
To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm 
block with Carbocaine (mepivacaine), a new 
anesthetic agent, Anesth. g Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
neuen Lokalanestheticum, Anaesthesist 6:364, 


Oct., 1957. 
(|) ith Laboratories 
New York 18, N. Y. 


For further information see postcard opposite page 142. 
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Ellen 


In late December of 1959, the Lower Bucks County 
Hospital, in Bristol, Pa., announced the opening of a 
new, enlarged obstetrical and gynecological wing. 
Part of its newly constructed third floor, the wing 
added, at a cost of $200,000, 20 beds and 15 bassinets 


Visiting hours for corridor patients may lack the element of privacy, 
but these new parents don’t even notice it. “I love everything about 
lower Bucks County,” commented the young mother, “and you can 
use my name if you want to. | feel like telling everyone I’ve just 
had my first baby, a little girl. | hope | have lots more, and | hope 
they'll all be born right here.” 


Little Lower Bucks County Delivers, 


Ranks in ‘Big Ten' of OB League 


By 
L. Davis 


to the maternity facilities, making a total of 61 beds 
and 57 bassinets. 

At the time, Mary T. Ancker, administrator, in a 
statement to the community, commented that “private 
rooms will be available now that the overcrowded 
conditions are being remedied, and we can also 
lengthen the stay of the mother to the full five days.” 
She added, “We regret that we cannot hold open house 
for the public to show them this modern new mater- 
nity wing, but because of the overcrowding, we need 
to move the patients into the new construction 
immediately.” 

Mrs. Ancker’s remarks were as notable for their 
restraint in evaluating the situation as they were later 
to prove optimistic. The hospital has never had time 
for the gracious community gesture of open house 
because it has been consistently concerned with the 
urgencies of an overflowing house. When Topics’ 
reporter visited the hospital several months ago, four 
corridor beds were occupied. Over the preceding 
week-end, with a dozen women in labor simultane- 
ously, seven corridor beds were utilized. 

“It just seems,” said Mrs. Mary Peebles, obstetrics 
and gynecology supervisor, “that no matter how much 
we step up our pace, the women in the area not only 
(Continued on next page) 
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New penn PEDIATRIC 
TRACHEA TUBES 


Penn Pediatric Trachea Tubes are designed for 
infants and children. Their shorter length and 
sharper angle make them anatomically correct 
for this age group. Available in four sizes: 00, 
0, 1, 2, in sterling silver. Supplied with obdurators 
as are all Dittmar-Penn Tubes. 


This addition to the wide variety of Jackson 
Regular, Jackson Short, Luer and Laryngectomy 
Tubes assures you one complete source for 
standardization. Prompt service on emergency 
requirements. Repair service also available. 


Get your copy of the handy Dittmar-Penn chart 
giving all lengths and openings. Simplifies order- 
ing correct tubes for all purposes. Sent on request. 


Dittmar-Penn Tubes are guaranteed, uncondition- 


ally, and are available through reputable 
surgical supply dealers. 
< 
Cat. No. B 1746 


KRON GALL DUCT DILATOR 
and IRRIGATING PROBE 


Designed by SAMUEL D. KRON, M.D. 
Einstein Medical Center, Philadelphia, Pa. 


This instrument combines i one step the dilating 
function of the Bakes di/ator and the irrigating 
maneuver of a rubber catheter. 


The instrument consists of a malleable silver cannula 
with an olive dilator at one end and a lock attach- 
ment at the other. In practice, the olive tip is passed 
through the duct into the duodenum; an irrigating 
stream is then introduced by a syringe attached 
to the lock end. 


Set of 3 sizes with tips of 4, 6 and 8 mm. Overall 
length of instrument is 10% in. 


142. 


Eva Leibig, OB head nurse, is shown in the delivery room. There are 
two delivery tables, and a section table which can also be utilized 
for deliveries. All cesarean sections are done in the delivery suite, 
where there is a completely equipped operating room constructed 
especially for this purpose. 


take it in their stride, but manage to outstrip us. In 
all departments of the hospital, we have had 100 
percent occupancy ever since we opened in 1954. 
From May, 1959, to June of this year, we had 3,208 
live births, and in May alone, the tally was 261 de- 
liveries, of which 22 were clinic patients. In the fiscal 
year ending May 31, 1959, we had 3,205 live births, 
the highest birth rate in comparison to bed capacity 
of any hospital in the Delaware Valley. And this, of 
course, was when we had 20 less beds than we have 
now.” 

The need for adequate obstetrical facilities and 
care in the area preceded the hospital itself. Phila. 
delphia, a sprawling metropolis distinguished by a 
traditional tendency to spill over into the suburbs to 
the point that anyone living within 20 miles classifies 


Infant formula bottles ore loaded in wire baskets, ready for sterilizo- 
tion. Helen Miller, licensed practical nurse, and formula laboratory 
technician, prepares the sterilizer. 
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as a Philadelphian, was spreading like unblotted ink. 

When ground was broken for the Fairless Works, 
U. S. Steel’s newest steel integrated plant in Morris- 
ville, Pa., in 1951, housing for its workers was a prime 
problem. By the time it went into production in 
December of 1952, the mammoth Levittown housing 
development near Bristol had already opened some 
of its homes for occupancy. The Fairless Hills com- 
munity added additional thousands of homes for the 
steel workers. 

Currently, Levittown has a population of over 
65,000 highly community-minded citizens. Most of 
them work together, play together, and share a com- 
mon pride in such things as their Little League 
baseball team, whose rise to win the Little League 
World Championship resulted in a common sore 
throat and hoarseness. 

More apropos, the majority of the women are in 
the family-founding age bracket. Abington Memorial 
Hospital, in adjacent Montgomery County, was ad- 
mitting all the maternity cases it could handle; most 
of the rest went to Philadelphia for delivery -- a dis- 
tance of about 25 miles, which often involved out- 
witting or outrunning the stork, and made the anxious 
father-to-be a rather good hospital bed candidate in 
his own right. The relief and satisfaction with which 
the community welcomed Lower Bucks County Hos- 
pital when it opened its doors six years ago has been 
exceeded only by its use of its facilities. 

The October, 1959, issue of the Pennsylvania Hos- 
pital Association Bulletin pointed out that the 
hospital was in the “Big Ten” in births, registering 
20 births per bed as compared with three births per 
bed for a Philadelphia institution such as Temple 
University Hospital. 

In the entire city of Philadelphia, only four hos- 
pitals, regardless of size, had more births in the cal- 
endar year of 1958. Jefferson Medical College Hospi- 
tal, for instance, with a total bed capacity of 931 
beds (66 bassinets) had 2,563 births, while in the 
same period Lower Bucks County Hospital, with 150 
beds and 45 bassinets, had 3,125 births. Hahnemann 
Medical College and Hospital, with almost four times 
the bed capacity, had 1,676 births; the Hospital of 
the University of Pennsylvania, with more than five 
times the bed capacity, registered 2,519 births; and 
Lankenau Hospital, with over twice as many beds, 
had 1,776 births. 

The only hospitals in the Delaware Valley outside 
of Philadelphia which had more births in 1958 than 
Lower Bucks County all had much larger obstetrical 
facilities: The Thomas M. Fitzgerald-Mercy Hospital, 
Darby, Pa., with 360 beds and 75 bassinets, had 4,119 
births; the Cooper Hospital, Camden, N. J., with 429 
beds and 95 bassinets, had 3,650 births; and the 
Abington Memorial Hospital, Abington, Pa., with 
355 beds and 64 bassinets, had 3,200 births. 

How can a comparatively small hospital cope with 
a delivery rate that sets up new records only to break 
them? 

“We try to think big,” said Mrs. Ancker. “We were 

(Continued on next page) 
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Get Positive 
kill of Staph 


with Residual 


ELIMSTAPH 


Amazing Cleaner-Germicide 
disintegrates bacteria cells 
from within 


Send for Free Sample 


Protect patients and per- 
sonnel with wonder-work- 
ing Elimstaph #2. 3 to; 
6 times more powerful 
than most germicides, it 
pierces the shell and dis- 
integrates the entire or- 
ganism. The kill is posi- 
tive. 


Elimstaph #2 boasts a 
phenol coefficient of 33 
against Micrococcus pyo- 
genes var. aureus (Golden 
Staph) and Salmonella Ty- becca 
phosa. Certified by York Research Corp. Residual, it 
retains potency as long as it remains on the floor. Non- 
selective. Destroys many other pathogens, spores and 
fungi. 

Does a superb floor cleaning job, disinfects and de- 
odorizes all in one application. Colorless, odorless, 
lowest toxicity. Versatile. Use on walls, furniture, lava- 
tories, garbage cans, etc., as well as floors. No wonder 
so many hospitals now specify Elimstaph #2 for daily 
maintenance. 

Send for Free Sample today. Test its effectiveness 
against that of the product now in use. 


Walter G. LEGGE Co., Inc. | “.tcor: 
Dept. HT-10, 101 Park Ave., 
New York 17, N. Y. 
Branch offices in principal cities. \LEGGE SYSTEM 
In Toronto — J. W. Turner Co. \ Meatenance 
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built for a big load, and with expectations for later 
expansion. The physical plant was so constructed as 
to permit expansion in an orderly fashion to 300 beds. 
The physical facilities we have are the best obtain- 
able, but our greatest resource is our personnel, which 
is not so easily analyzed as a labor bed or delivery 
room. 

“We have, I am sure, the same staffing problems 
inherent to the chronic shortage. When the steel mill 
goes on strike, we have an abundance of both pro- 
fessional and non-professional help returned to hos- 
pital work to ease family finances. When the 
emergency is over, so is our abundance of help. But 


FIRST CHOICE of NURSES 


COOL COMFORT plus choice i 
of colors and fabrics 


for Operating and Delivery 
Room, Lab and Nursery 


“MARVELLA” 


Nurse’s Surgery Cap: 


with DRAW STRING or ELASTIC BACK pat. No. 2,666,925 
Write for Illustrated Catalog 


HOLLYWOOD TURBAN PRODUCTS CO. 


1104 S. Wabash Ave. Chicago 5, Ill. 


“POWDETTE” STERILIZABLE 
GLOVE POWDER PACKETS 


1728 packers $7 85° 


*Suggested Hospital 
Selling Price 


“POWDETTE’ is 


the finest lubricant 
vou can use for 
ae rubber gloves. It is 


a highly refined 
starch powder, specially processed to prevent cak- 
ing. We'll send you a generous lot of samples and 
an independent laboratory report in exchange for 
the name of your surgical supply dealer. He can 
save money for you. Order “POWDETTE” in 
cartons of 1728 packets or bulk containers of 5 or 


25 Ibs. from him today. 
® Registered Trademark 


DUXE PRODUCTS 


P. O. Box 1192 Cincinnati 1, Ohio 


For further information see postcard opposite page 142. 


happily for us, the solid core of our staff stays with 
us. The only leave they seem to ask for is maternity 
leave. The Lower Bucks County Hospital is so much 
a part of the community that there exists a spirit of 
comraderie not only among the personnel but also 
among the patients. The patients feel that it is their 
hospital which they helped to build and they have no 
compunction about making suggestions for improve. 
ment, whether in parking facilities or in patient care, 
When the patients come into the maternity wing 
they feel that they are coming back home to have 
another addition to the family.” 

Beneath the very apparent friendly, almost casual 
atmosphere among the personnel is an_ intensive, 
topflight professional attitude. “The word teamwork 
may seem overworked and ubiquitous,” said Mrs. 
Ancker, “but no other word describes it, and there is 
no substitute for it. Our staff is so finely trained and 
geared to thinking and functioning together, so accus- 
tomed to emergencies, that any interruption in the 
work rhythm would be as startling as a clock striking 
12 at three o'clock.” 

One wing is maintained on the obstetrical floor 
which has a flexible use. When the OB census is high, 
this wing is used for OB patients. When the OB 
census is lower, elective, clean gynecology patients are 
admitted to this wing. 

The Lower Bucks County maternity beds number 
61. Most of the accommodations are two-bed rooms 
with private bath, plus two four-bed units with a 
bath between. The new wing also added an admis- 
sion room and a recovery room. Patients previously 
admitted to the labor room now go into the admission 
room, where their husbands are allowed to sit with 
them. When there are not too many deliveries at one 
time, special permission is granted the husband to 
observe the delivery of his child. 

There are two delivery tables, and a section table 
is used if needed for deliveries. All cesarean sections 
are done in the delivery room suite where there is a 
completely equipped operating room constructed 
especially for cesareans. 

Those born on the outside, or en route to the 
hospital, are put into isolation on arrival, and remain 
there until they are discharged. Some hospitals put 
babies born in such circumstances into the pediatric 
department, but the policy at Lower Bucks County 
is to keep mother and child together in a room in 
the maternity wing. It is considered safer for the 
infant to room in rather than to be put into the 
very active pediatrics wing where there are all types 
of infection. 

The premature nursery has four Isolettes and four 
Armstrong incubators. There is a registered nurse 
on duty at all times, and the infants are transferred 
to the regular nursery only on the physician’s order. 
The modern maternity wing has seven nurseries in all. 

The 8 a.m. to 4 p.m. shift is handled by one head 
nurse; an assistant head nurse, who also acts 4 
medication nurse; a nursing clerk who hand!ecs birth 
certificates and other paper work; and two trained 


(Continued on page 122) 
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CHILD VISITORS 
(Continued from page 51) 


of any human enterprise, whether it is the production 
per man-hour of an assembly line or a patient getting 
well.” 

The morale of patients has increased immensely 
with this plan. And it also appears to be an excellent 
way ol improving public relations: it gives patients a 
great deal more confidence in our hospitals. In addi- 
tion, it seems to bear up what Reno! states so clearly: 
“We who work in hospitals accept the unusual odors, 
the quietness, and the patients being wheeled up and 
down the corridors without fear or question. Not so 
the patient. For him, the hospital is unfamiliar and 
unknown — and _ it strikes at his insecurity. He has 
heard stories about hospitals, many of them  sensa- 
tional or highly distorted. His anxiety is heightened 
by his fear and his desperate need for assurance. In 
such circumstances, the patient becomes little more 
than a helpless child with infantile reactions, needing 
comfort, understanding, and security, yet, conversely, 
resenting too much solicitation.” 

Another interesting observation made in our hos- 
pital as a result of the child-visitor plan: other patients 
eagerly await the arrival of children even though they 
are visiting another patient. It seems to make them 
feel more “at home” too. 

Not a single child has become emotionally upset as 
aresult of visiting in the hospital, contrary to the fear 
that a child may face psychic trauma by seeing hospi- 
tal patients. Indeed, this can prove to be a fine op- 
portunity for the youngster to become acquainted 
with the hospital and in this way lose any groundless 
preconceived fears he may have. We feel that organi- 
zations like the Boy and Girl Scouts gain a great deal 
by touring the hospitals, and we encourage them to 
come. 

This program is not perfect, but the few minor in- 
cidents which have occurred were usually the result of 
careless parents — not children. We always emphasize 
that children are to be controlled by a parent at all 
times. 

We do not advocate that children should be allowed 
in all areas of the hospitals. It is not appropriate for 
them to visit in obstetrics, pediatrics, or closed-ward 
psychiatric sections. In addition, the patient's physi- 
cian may exclude children if he feels they are detri- 
mental in any way to the patient. Of course, children 
are not allowed in areas where there are contagious 
diseases. 

In all, however, we have been extremely well 
pleased with this plan. But even more important has 
been the satisfaction experienced by our patients. It 
has made for them a more pleasant hospital stay — and 
alter all, that’s why we're here. 
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ADAMS 
SILICONE 
SKIN SPRAY 


A soothing, invisible shield 
against chafing and irritation 
For immobilized patients; 
ileostomies, colostomies, 
biliary drainage areas. 


4, oz. patient size ... $2.00 
13 oz. hospital size _. $4.50 


Order from your supplier 


Ciay- 
YAdams NEW YORK 10 


NO BETTER THAN THE BEST 
but 


HANDIER THAN THE REST 


Steri-Spools 


Superior Surgical Wire on stainless steel spools that 
fit the handy Halliday Wire Dispenser. Ready to auto- 
clave. B&S guage 18 to 40. 


NO SNARLS — NO KINKS — NO WASTE 
If your dealer cannot supply, write to the manufacturer— 


THOMAS W. HALLIDAY 


919 N. WESTMOUNT DRIVE LOS ANGELES 46, CALIF. 


Gardner-Murphy 
Pediatric 
JON Infusion Outfit 


Catalog #SG-MD 
The Gardner-Murphy outfit was 
especially developed, through 
RANFAC research, for constant 
intravenous therapy for infants. 
The needie has a short bevel 
and is attached to the hub by a 


, special vinyi catheter. This cath- 
When ye eter is non-toxic and produces 
specify no reaction when it comes in 
contact with tissue. The needle 
RANFAC, is easily inserted into the scalp 
you are assured vein. and immobilized against 
“ the scalp with adhesive tape 
of finest or plaster of paris strips. The A 
professional Gardner—Murphy unit can be 
instruments sterilized, by autoclaving, in the 
” envelope in which it is pack- { 
through research. aged. The Gardner—Murphy out- | 
fit is available in 25, 24, 23, 22, 
20 and 18 G. 


RANFAC manufactures a precision line of surgical products. 
Write for our new Free catalog today. 


RANDALL FAICHNEY CORP 


299 MARGINAL STREET * BOSTON, MASS. 


For further information see postcard opposite page 142 97 


_ selected for its susceptibility to steam penetration. . 
the tightly- folded ends are sterilized 


Weck Steriiising Tubing not 
_ dangerous static electricity. Comes in compresse 
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Central 


Employee Rotation Facilitated | 
by Detailed Job Outlines 


Like many a central service su- 
pervisor, Sister Anita Margaret, 
R.N., St. Mary’s Hospital, Passaic, 
N. J., believes in rotation of per- 
sonnel through the various jobs in 
the department. 

Not only does it provide variety 
of experience for the employees 
and thus guard against anyone's 
becoming bored with a specific task, 
but it also gives the supervisor 
more flexibility in staffing, particu- 
larly in covering for absences 
resulting from illness or other rea- 


sons. There is always someone else 
who knows how to do the work to 
which the absent employee was 
assigned. 

Rotation of employees in central 
service at St. Mary’s is a_ well- 
organized process. The work to be 
performed is divided into five 
separate assignments, called “‘du- 
ties” 1, 2, 3, 4, and 5. For each 
duty there is a detailed written 
description, telling the employee 
what to do and when to do it. An 
employee is assigned to one of 


these jobs for a one-week period. 
If she has any question regarding 
her work, the written guide is 
available for reference. 

The lists of duties do not include 
instructions on how to perform the 
various procedures mentioned. De- 
tailed information on the proce- 
dures themselves is found in the 
department's procedure manual. 
The job outline refers the worker 
to the appropriate page in_ the 


(Continued on next page) 


Dispensing counter is located close to the elevators, and a dumb waiter is used to convey 
supplies to the requisitioning department. Central service furnishes materials by both replace- 
ment and requisition. Stainless steel cabinets at left, with sliding glass doors, protect supplies, 


yet make them visible for dispensing without delay. 
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Meinecke & COMPANY, INC.* 


*Premier 
Haemo 
Digester 


in the cleanser class 


HAEMO-SOL 


is RIGHT on 
every type of soil! 


Q.- Does it remove blood, scum, pus, 
oil, milk and formula solids, inject- 
able drugs such as antibiotics? 

A. YES, HAEMO-SOL digests, solu- 
bilizes and suspends all types of 
soil completely and rapidly, 

Q. Does it really rinse free of de- 
posits? A. YES, HAEMO-SOL soft- 
ens water... keeps magnesium, cal- 
cium and cleanser in solution, OFF 
not ON, instruments and glassware. 
Q. Can it be used on metal, rubber, 
glass and plastics? A. YES, HAEMO- 
SOL is completely safe . . . will not 
harm any material. 

Q. Is it economical? A. YES, 4 02. 
HAEMO-SOL to a_ gallon will 
handle most cleaning jobs and it’s 
reuseable. 

Q. Can it be used in pressure wash- 
ers? A. YES, but be sure to specify 
all-new HAEMO-SOL “N.S.” for 
this purpose . . . it’s non sudsing 
and nonfoaming. 

Q. How does it come? What does it 
cost? A. HAEMO-SOL is packed in 
hospital blue and white, all-metal 
5-Ib. containers. 12 cans cost only 
$5.40 each, 6 cans—$6.08 each, 1-5 
cans—$6.75 each. 

Write NOW for literature 

and FREE SAMPLE. 


Be sure to specify regular HAEMO- 
SOL or HAEMO-SOL “N.S.” 


ne? 
Over 65 years of continuous 
service to the hospitals of America 


211 Varick St., New York 14 


Branches in Los Angeles & 
Sunnyvale, Callif., 
Dallas, Chicago & Columbia, S.C. 


DUTY No. 1— 


7:30 a.m. 


11:30 a.m. 


12:00 a.m. 


2:30) p.m. 


4:00 p.m. 


For further information see postcard opposite page 142. 


7:30 a.m. to 4:00 p.m. 


Report on duty. 
Wash hands. 


Get distribution cart and proceed to divisions. 
On the division check standard of needles and syringes, 
Replenish number needed to complete standard. 
Check on sterile standard, i.e., catheter sets, dressing 
set, clip removing set, large syringes, basins, catheters, 
hypo tray, and complete as needed. 
Check on solution standard. Check gloves. 
Record the number of each item left at each division, 
Collect soiled trays, dump soiled gloves from can into 
plastic container. 
In the morning, place clean receptacle containing Prof. 
Foster’s solution and water in each syringe-collecting 
station. Drain off water from each container and place 
container with syringes on the cart. (Some items on 
the dispensing sheet are to be checked once a day.) 
After the divisions have been visited, return to central 
service department. 
Place all utensils into utensil washer-sanitizer. 
Put instruments into ultrasonic cleaner. 
Drape large work table with paper cover. Put turkish 
towel on center table. Fill two Monel basins with dis- 
tilled water. 
Put syringes into ultrasonic cleaner and rinse. 
Place washed syringes in distilled water. 
Flush syringes with distilled water and place on turkish 
towel. 
Procure syringe envelopes. Place to left of working 
area on either side of the table. (The place must be dry.) 
Package syringes. When all have been packaged, place 
in containers for dry sterilization. 

30 — 2-cc. syringes in each container. 

24 — 5-cc. syringes in each container. 
Remove utensils from washer-sanitizer. 
Assemble trays, forceps jars, containers for cotton balls, 
wrap for sterilization. Place in area holding material 
to be sterilized. 
Lunch 


Replenish standard on cart from. sterile storage as 
needed for afternoon distribution rounds. 

Place rectal tube containers and rectal tubes on cart. 
Make afternoon distribution and collection rounds. 
Dispense clean rectal tubes as needed. Collect soiled 
rectal tubes. 

Return to central service department. 

Place utensils in utensil washer-sanitizer. 

Place instruments in ultrasonic cleaner. 

Wash catheters and rectal tubes in catheter washer. 
(Follow operating instructions of manufacturer.) 
Assemble trays; wrap for sterilization. 

Package rectal tubes for sterilization. 

Wrap any other items for sterilization. 

Clean distribution cart. 

Replenish standard for next day’s dispensing. 


Report off duty. 
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manual when a specific procedure 
is mentioned. 

When an employee comes to 
work in the department, a written 
experience record is begun for her. 
A separate record is kept for the 
orientation period, during which 
time the procedures included are: 
exchanging supplies on a depart- 
ment; servicing the distribution 
cart; operation of sanitizer, ultra- 
sonic cleaner, and catheter washer; 
washing and packaging syringes 
and needles; assembling trays, for- 
ceps jars, and cottonball containers; 
and folding packaging ol 
linen. 

The regular experience record, 
which is begun when the orienta- 
tion period is over, shows what 
specific tasks the employee 
learned to do. Every time she ac- 
quires a new skill, it is checked off 
in a box beside her name on the 
record form, on which are listed 
the names of all employees and 
the various functions which they 
are expected to master. 

The nonprotessional employees 
are divided into two categories. 
The first is that of assistant central 
service aide from which the em- 
ployee may progress to central serv- 
ice aide, as she acquires additional 
skills. 

A glance at the experience rec- 
ord can tell the supervisor or her 
assistant (the only other nurse in 
the department) whether a certain 
employee is qualified to perform a 
specific task. 

An unusual feature of the de- 
partment is its inclusion of the 
hospital's formula room, where 
formulas are made for both pediat- 
rics and obstetrics. The formula 
room is the most advanced station 
for central service employees. Usu- 
ally an employee is with the de- 
partment for about a year before 
she is assigned to this duty. (ED. 
NOTE: Operation of the formula 
room by the St. Mary’s central 
service department will be the 
Subject of a separate article in 
HOSPITAL TOPICS.) 

Duties 1 and 2 are reproduced 
with this article. Duty 3 consists 
primarily of glove processing: 
checking the standard in storage; 
Washing, drying, testing, packag- 
ing, ail autoclaving gloves; caring 
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lor the washing machine and glove 
conditioners, and cleaning counters 
and storage areas in the glove room. 

Duty 4 is formula preparation. 

The department is open from 
7:30 a.m. to 9 p.m. weekdays and 
8 a.m. to 9 p.m. on Sundays. Em- 
ployees assigned to duties 1-4 work 
from 7:30 to 4 p.m. The employee 
assigned to duty 5 works from 12:30 
p-m. to 9 p.m. 

Among her duties are: exchang- 
ing soiled circumcision sets and 
clamps in the newborn nursery; 
exchanging gavage sets; prepara- 
tion and assembly of all special 
trays; washing medicine glasses and 
autoclaving them on trays in the 
dry-heat oven; preparation of cathe- 
ters and rectal tubes for autoclav- 
ing; exchange of skin preparation 
trays and cleaning and filling bot- 
tles of soap, gasoline, and alcohol; 
replenishing of floor supplies of 
surgical dressings; washing of items 
in sanitizer; distribution of ther- 


Above: Sister Anita is shown in orthopedic and 
appliance room. Simple system enables any 
employee to pick out an item with little chance 
of error. Each type of appliance is designated 
by a number and placed on a wall rack. 
Chart on wall lists equipment by type and 
number. Racks are constructed from wood and 
contain sections of chrome-plated pipe for 
hanging some appliances. 


At left: This room was originally a syringe 
preparation area exclusively. Since hospital 
began using disposable syringes in some sizes, 
the room is now also used for filling and stor- 
ing flasks, preparing catheters for autoclaving 
(above), and disinfecting thermometers. Ad- 
justable-height stainless steel stool furnishes 
proper working height for any employee. 


mometer trays and collection of 
soiled ones (thermometers are ex- 
changed twice a day); replenishing 
of any needed supplies; preparation 
of thermometer trays for morning 
distribution; autoclaving of any 
materials remaining on counter; 
storage of sterilized equipment and 
supplies, and answering calls. 

In addition to the women em- 
ployees, there is an inhalation ther- 
apist (male) who takes care of oxy- 
gen administration and miainte- 
nance and cleaning of equipment, 
and also handles fracture equip- 
ment. 

Further evidence of Sister Anita’s 
belief in written policies and _ pro- 
cedures is the fact that she has pre- 
pared written policies for every 
floor and department, so that nurs- 
ing personnel will know what the 
central service department provides 
and what procedures it would like 
for them to follow. 

(Continued on the next page) 
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the dependable control 
since 1909 


THOSE DAYS 
ARE GONE 


The days of “laud- 
able pus’? are gone. 
An infected wound 
now usually means a 
mistake—somewhere! 
A Diack Control in 
each pack is **mis- 
take-protection.” 


Co back to the first princi- 


ples of cleanliness and ste- 
rility and you will control 
the staph problem. 


SMITH & UNDERWOOD, Royal 

Oak, Michigan . . . Sole manu- 

facturers of Diack Controls and 
Inform Controls 


Output in glove room runs from 200 to 250 pairs daily. Equipment includes two home-type 
automatic laundry units, a glove conditioner, and glove testers. 


DUTY No. 2— 


7:30 a.m. 


9:00 a.m. 


11:00 a.m. 
11:15 a.m. 


11:30 a.m. 
12:00 a.m. 


1:30 p.m. 


1:30 p.m. 


1:30 p.m. 


All photos courtesy S. Blickman, Inc. 


7:30 a.m. to 4:00 p.m. 


Report on duty. 
Wash hands. 
(Same as Duty 1, through instructions, “Put instru 
ments in ultrasonic cleaner.”) 
Cart to be cared for by aide on Duty No. 1. 
Distribute thermometer trays. Collect soiled thermome- 
ter trays. On return to department follow procedure in 
preparing thermometers and trays for evening distribu- 
tion (pages 7 and 8 in manual of procedures). 
Deliver “Going Home” formula to nursery. 
Check and maintain standards of supplies in sterile 
storage, i.e., eye pads, compresses, cotton balls, ete. 
Obtain needed supplies from storage shelves and auto- 
clave. Store when cooled. 
Lunch 
(Same as Duty No. 1, through instructions, “Place instru- 
ments in ultrasonic cleaner.”) 
Cart to be cared for by aide on Duty No. 1. 

Monday and Tuesday 
Package baby linen when necessary. Send to nursery. 
Store clean linen in storeroom. 
Clean and refurnish surgical carriers. (Follow  proce- 
dure, page 18, in manual of procedures.) 

Wednesday and Friday 
Package baby linen when necessary. Send to nursery. 
Store clean linen in storeroom. 
Wash operating-room instruments in ultrasonic cleaner. 
(Follow procedure, page 19, in manual of procedures.) 

Thursday 

Package baby linen when necessary. Send to nursery. 
Store clean linen in storeroom. 
Prepare surgical supplies, cut compresses, wrap 2x2 
sponges, cotton balls, stump dressing, rolled gauze, 
Kling packing, all sizes. 

Saturday and Sunday 
Package baby linen when necessary. Send to nursery. 
Store clean linen in storeroom. 
Wash-dry-test gloves. (Follow procedures pages 14 and 
15 in manual of procedures.) 
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res.) 
Precision corrugation...unlimited flexibility assures patient comfort with minimum staff attendance. Single 


CTY. 
Sanitary Service. Use in hot liquids; hygienically treated with 190° micro-crystalline wax. There’s a money 
99 
— i saving angle too! New Lower Prices permit use in all wards. We'll be delighted to send a generous sample 
uze, 
nackage. 
® 
FLEX-STRAW 
and 
J Flex-Straw Co., Int'l., Box 431, Santa Monica, Calif. 
Canada: Ingram & Bell, Ltd., Toronto, Montreal, 
CONTACT YOUR DISTRIBUTOR FOR NEW LOWER PRICES Winnipeg, Calgary, Vancouver 
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For further information 
on any of the products, 
please check the Buyer's 


300. Aerosol reagents 

New Spraytec reagents in spray containers 
eliminate extra’ equipment previously 
needed for paper chromatography, save sub- 
stantial amount of time preparing re- 
agents. Push-button control, uniform and 
steady spray, stability at room temperature. 
Aloe Scientific Co., Kingsbury, St. 
Louis 12, Mo. 


5655 


301. Stall shower unit 

New maximum security stall shower unit 
satisfies needs of psychiatric and correctional 
institutions for a completely tamper-prool 
and unbreakable unit. Made of half-inch ala- 
minum plate with cast aluminum receptor 
and rear outlet arains, furnished completely 
assembled and equipped with tamper-proof 
head, valve, soap dish and clothes hook, all 
welded in position. White or pastel. Super 
Secur Showers, Inc., 778 Burlway Rd., Burl- 
ingame, Calif. 


UIDE 


302. Markers 

Metal-Cals, for marking 
property and equip- 
ment, are made of ano- 
dized, dyed and etched 
aluminum foil; may be 
numbered serially at 
factory, or by typewriter 
at point of use. Can be 
manufactured in a wide 
variety of colors in 
matte or shiny finishes. 
Remain bright and legi- 
ble after years of wear 
and abrasion. C & H 
Supply Co. 415 E. 


Beach Ave., Inglewood, 
Calif. 


303. Cup 

New all-plastic 7-02. dis- 
posable hot drink cup 
is made of two plies of 
impact polystyrene, the 
outer being foamed. to 
provide exceptional in- 
sulation prevent 
discomfort to user. Im- 
permeable to moisture, 
eliminating vapor rings 
on surfaces: smooth, 
lip; odor-free 
white liner. Unaffected 
by boiling water tem- 
peratures. Scott Paper 
Co., Chester, Pa. 
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Guide number on the 
reply card opposite page 
142. 


304. Hospital lights 

New, contemporary-design line of adjustable 
Hospital-Lites offers 15 wall and bedboard 
models with patented Swivelier spring-ten- 
sion sockets which provide secure, easy finger- 
tip adjustment. Burn-preventing Coolite 
shades; new hinged plate provides easy access 
to switch for quick, tool-less replacement. 
portable models, with 3-conductor 
cord and “U” type grounded plug, fit virtual- 
lv all hospital beds, with or without head- 
board holes. Swivelier Co., Inc., 30° Irving 
Place, New York 3, N. Y. 


305. Potentiometer 

New recorder for all potentiometric, pH, Re- 
dox, precipitation and other titrations, the 
Potentiograph combines features making it 
adaptable to all titrating problems. End- 
point is automatically plotted by the re: 
eorded curve, making advance knowledge of 
the endpoint unnecessary, and guaranteeing 
complete accuracy even when operated by 
unskilled personnel. “Titrations 
aqueous media, which are often subject to 
drift in the measuring chain, can be per 
formed reproducibly. Automatic recording of 
titration program demonstrates the most 
favorable conditions for use. Auxiliary 
equipment adapts unit for amperoriatic, 
conductometric and dead-stop titrations. 
Ashland 


in non- 


Chicago Apparatus Co., 1735 N. 
Ave., Chicago, 
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306. Wall-cleaning machine 

Newly designed air-powered wall cleaning 
unit is non-electric, utilizing compressed air 
for continuous eight-hour operation. Walls 
are thoroughly cleaned and painted surfaces 
revitalized without mess, drip or streaking, 
eliminating cumbersome dropclothes to pro- 
tect rugs and furniture, Using special clean- 
ing solution, machine may be used on all 
types of wall and many types of acoustical 
ceilings. Spray nozzle attachment cleans hard- 
togetat places and irregular-shaped objects. 
Due to clean, quiet Operation, may be used 
in busy rooms without disturbing normal 
activity and routine. Does not require special 
training to use, operates more efficiently, in 
a fraction of the time of ordinary wall 
cleaning methods. Central States Mainte- 
nance Co., 125 Marion, Oak Park, IIL. 


307. Astro-lite 

New light which turns on automatically 
when electric power fails helps prevent. ac- 
cidents, panic or pilfering during power 
failure. Has an automatic switch that cuts on 
immediately when electricity goes off. Manu- 
factured in four decorator colors, the safety 
light looks like a small portable radio. Made 
of shatter-proof styrene, it measures 619” x 
8”, and can be rested on a table or hung on 
awall. Plugs into any-wall fixture or electri- 
cal outlet. Astronautics Engineering Corp., 
200 W. 18th St., Hialeah, Calif. 
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308. Corks 

Cork stoppers packaged 
in cardboard boxes of- 
fers ease of storing and 
packing, with size and 
contents clearly visible. 
in eight different size 
boxes. Size chart for aid 
in ordering available on 
request. Manton Cork 
Corp., 116-10 Atlantic 
Ave., Richmond Hill 19, 
N. ¥. 


309. Filter 

Newly revised all stain- 
less steel coffee filter has 
a solid stainless grip at 
the bottom instead of 
the previously used 
chain, Grip will remain 
in perfect condition no 
matter how strongly it 
is pulled. Hill-Shaw Co., 
311 N. Des Plaines St., 
Chicago 6, Hl. 


310. Hardware 
Stainless steel door con- 
trol combination in- 
cludes overhead friction 
door holder, two com- 
bination hand and arm 
pulls, roller latch and 
rubber door silencers. 
Holds door open at any 
degree at which it is set 
(up to 110°) until 
moved manually. Pulls 
on each side convenient 
for operating door when 
hands are sterile. Glynn- 
Johnson Corp. 4422 N. 
Ravenswood Ave., Chi- 
cago 40, Til. 


Aa 

311. Scope dolly 

Features in four new model scope dollies 
include three convenient power outlets and 
one input, a storage area for spare amplifiers, 
and roomy storage pan for accessories. A 20° 
viewing angle accommodates any popular 
type laboratory scope. Rubber-tired, swivel- 
type 5” casters; protective rubber gasket to 
prevent damage during installation or re- 
moval. Model shown is 17” wide, 23” long, 
with louvers and small retaining angles to 
insure air circulation around oscilloscope. 
Models of heavy gauge steel with baked grey 
enamel finish, are easy to assemble. PBR 
Manutlacturing Co., Philadelphia, Pa. 


312. Hat and coat rack 

New, extremely compact, wall-mounted hat 
and coat rack offers special advantages fon 
shallow and confined areas (as behind doors, 
in small closets). Unique feature is that 
hangers hang parallel rather than  perpen- 
dicular to supporting wall. Coats are held in 
I-deep, spaced apart, flush with rather than 
extending out from hat shelf. Eatire assemb 
ly, fully loaded, projects out 11” from wall. 
Garment hangers, while standard in size and 
shape, have hookless “hooks” which slip into 
fixed receptacles permanently attached to hat 
shelf. Garments are hung more quickly, with 
out twisting or slipping. Hat shelves are 
formed of parallel aluminum tubes, rigidly 
held in cast aluminum wall brackets. Avail- 
able in lengths from 2’ or longer to fit. Vogel 
Peterson Co., Elmhurst, Il. 
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313. Stak-a-glass tray 

New plastic tray for more convenient 
and economical handling of most sizes 
of glassware is made of high impact 
plastic. Holds 20 glasses, stacks safely 
one on top of another to store in 
small space, prevents glasses from chip- 
ping or breaking. Ridge and groove 
combination allows air to circulate 
between glasses so they may be air- 
dried while stored. May be washed in 
commercial dishwashers. Silite, Inc., 
2600 N. Pulaski Rd., Chicago 39, Il. 


314. Hot and cold box 

New push-in box with one or more 
cold and hot sections for food on racks 
reduces handling saves space. 
Available in two, three and four sec- 
tions, with any combination of hot or 
cold section, All stainless steel. Con- 
densing unit can be top mounted or 
remote. C. Schmidt Co., 1712 John St.. 
Cincinnati 14, O. 


315. Solenoid valves 

Completely new line of chemically in- 
ert, corrosion-resistant solenoid valves, 
with molded bodies made of Teflon, 
are shock-resistant, pressure-proof, and 
are said to outlast and outperform 
steel in virtually any corrosive medium. 
Ideal for critically corrosive and abra- 
sive applications where complete de- 
pendability is essential. Designed for 
normally closed applications in all nor- 
mal AC and DC voltages. Valcor En- 
gineering Corp., Kenilworth, N. J. 


316. Transportation tractor 
Remote radio control incorporated in 
new model UTE brings ease, speed 
and economy to order picking opera- 
tions, plus maximum utilization of a 
single tractor and operator team. By 
remote control, operator can remain 
in one spot, select orders, then operate 
the easy control system to move the 
tractor only when necessary. He can 
also walk or ride without employing 
the remote control apparatus. Trans- 
mitter, 534” x 11%” x 21%”, can be held 
in hand, carried in pocket or clipped 
to belt. Completely self-powered by 
battery, has .built-in antenna. Auto- 
matic Transportation Co., 149 W. 87th 
St., Chicago, Hl. 


317. Safety strips 

Self-adhering safety strips in kit of six 
34” x 24” pieces provide resilient non- 
slip surface indoors and outdoors. Can 
be easily cut with scissors, before back- 
ing strip is removed, to any size de- 
sired. With backing removed, they are 
instantly self-adhering to any clean 
surface. Not.affected by water, soaps or 
cleaners. Can, be used on floors, steps, 
ramps, in bathtubs and showers, kitch- 
en and laboratory areas, on bedrails, 
many others. J-Line Products, 9036 
13th Ave., S., Minneapolis 20, Minn. 


318. Vinyl sink mats 
New additions to Lustro-Ware line of 
kitchen accessories are super-soft vinyl 
sink mats in twin and single sizes. 
Guaranteed never to peel or stain, nev- 
er get gummy. Offer the advantages of 
resilient vinyl for protecting dishes and 
sink. The L-120S, 1014” x 12” for twin 
compartments; the L-121S, 121%” x 
15” for single compartments. Attrac- 
tive hollow ring design with raised ribs 
underneath permits fast draining, and 
if desired, circular center may be cut 
out for access to drain disposal. In 
bright, non-fading yellow, pink, tur- 
quoise, red, white. Individually pack- 
aged in poly bag. Columbus Plastics 
Products, Inc., Columbus, O. 
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319. Steel office chair 

Crisp modern design, sturdy construc. 
tion and deep-cushion seating comfort 
are features of new Criterion line. 
Sweptback cantilever arms employ the 
construction principle of cantilever 
bridges for strength and durability. 
Single-unit arm and back framing im- 
parts extra rigidity. Cantilever arms 
eliminate forward supports, so front 
and side of seat are unobstructed, giv- 
ing freedom of leg movement. Real 
foam seat cushions are 234”, backs are 
2”. The Harter Corp., Sturgis, Mich. 


320. Pagesaver system 
New Pagesaver system is designed to 
eliminate unnecessary page calls di- 
rected at doctors who are not on the 
premises by combining a_ Pagesaver 
Control Board with miniaturized in- 
and-out doctors’ entrance registers. Op- 
erators, before paging, can quickly in- 
terrogate the board to determine 
whether or not a specific staff member 
has registered in. If he has not, she 
can leave a message alert for both her- 
self and the doctor by inserting a cord- 
less plug into her control board. En- 
trance registers require a minimum of 
wall space —40 names, for instance, Te 
quire only 914” x 18”. Auth Electric 
Co., Inc., Long Island City, N. Y. 
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NEW PRODUCT 


INFORMATION 


For more details about the new products described 


on this page, check appropriate numbers on 


SPRAY-ON DRESS. 
ING—This new product 
named SCAN*Spray-On 
Wound Dressing forms a 
smooth, tough, transpar- 
ent film that is an obsta- 
cle to bacteria and is 
insoluble in water or 
body fluids. This film con- 
forms well to any body 
contour and allows flex- 
ing freedom without be- 
coming cracked or split. 
The Dressing is easily removed, or in 
time will slough off by itself. Suggested 
for use as an insoluble dressing in pedi- 
atric surgery, a dressing for any small 
dry wound, a prophylactic covering over 
gauze dressings, and hard to bandage 
areas such as fingers and toes. 

SCAN Spray-On Wound Dressing is 
packaged in an aerosol can for ease of 
application. 

Circle #375 on Information Request 
Form for additional literature. 


TWO FAMOUS PRODUCTS COM- 
BINE TO MAKE NEW K-S COM- 
PRESSION ROLL—KLING* Conform 
Bandage and surgical viscose rayon pad- 
ding have been combined to make a new 
compression roll. The amazing properties 
of KLING Conform Bandage give K-S* 
Compression Roll abundant stretch for 
safety in case of swelling, and self-ad- 
herence which makes bandaging faster 
and neater. The viscose rayon padding 


provides ample absorbency, cushions the 
wound, and is comfortable to wear. 
Suggested uses: leg roll, burn dress- 
ing, stump dressing, head bandage, radi- 
cal mastectomy dressing, large skin grafts 
and whenever an absorbent compression 
dressing is indicated. 

Circle $376 on Information Request 
Form for additional literature. 
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coupon at bottom of page. 


BLUE COLOR IDENTIFIES X-RAY 
DETECTABLE SPONGES-—The new 
iridescent blue monofilament in RAY- 
TEC* x-ray Detectable Sponges is more 
readily seen under operating room lights 
both before and after saturation in blood. 
The color is a mineral substance which 
is inert and insoluble in body fluids. The 
filament makes a large three-dimensional 


pattern on the x-ray and is detectable 
through bone or tissue from any radio- 
graphic angle. 

Johnson & Johnson pioneered the first 
soft, elastic, monofilament as the x-ray 
detectable material. It is non-toxic and 
completely unaffected by sterilization. 

Circle #377 on Information Request 
Form for additional literature. 


NEW ELASTIC BANDAGE—COM- 
PROL* Rubber Elastic Bandage has a 
new lightweight fabric that is cooler— 
promotes patient comfort. A high per- 
centage of rubber is included in the light- 
weight COMPROL fabric—to give pre- 


cise support. Each bandage is sealed in 
polyethylene. COMPROL is conveniently 
packaged in boxes of one dozen. Avail- 
able in 2”, 24”, 3”, 4” and 6” widths. 

Circle #378 on Information Request 
Form for additional literature. 


PERFORATED PLASTIC TAPE- 
Perforations make the difference in new 
BAND-AID Clear Tape. The 
perforations, placed in rows, 
permit a clean tear—no scis- 
sors needed. When the tape 
is applied, the perforations 
permit the skin to “breathe” 
—aiding healing and promot- 
ing patient comfort. 

This flexible, transparent i 
tape is virtually invisible on 


Maas 
the skin. The special adhe- a | 
sive coating is truly HYPO- 
REACTIVE, combining op- 
timum skin adhesion — and ne 


lowest degree of reactivity | 
from any cause. 

Circle #379 on Informa- 
tion Request Form for addi- 
tional literature. 


Use this convenient Information Request Form to ob- 
tain literature about the new products listed above. 


375 SCAN* SPRAY-ON DRESSING 
376 K-S* COMPRESSION ROLL 
377 RAY-TEC* X-RAY DETECTABLE SPONGE 


*TRADEMARK © J & J 1960 


INFORMATION REQUEST FORM 


Gohmonafohmson New Brunswick, New Jersey 


I am interested in more information about the products circled. 


378 COMPROL* RUBBER ELASTIC BANDAGE 
379 PERFORATED BAND-AID CLEAR TAPE 


* TRADEMARK 


NAME TITLE 
INSTITUTION 
ADDRESS. CITY. ZONE__ STATE. 
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Thousands of Hospitals, 
from Coast to Coast, 

now use A-S-R StertSharps... 
the first and only proved 


“Uniform Shiarpness-+f ssured ty constant inspections’ utilizing the A ASR Sharpomet 


anlelectronic devite of athematical pfecisio. 


7 ‘Longer Lasting—A unique stainless steel alloy i insures a dares edge that ibd 
longer. The cutting is unaffected by action of fluids sei 


| all 
4 
ess steel surgical blad 
their individual foil packages they are pat 
free. Blade edges are protected from the y are patho" 
PRODUCTS COMPANY, HOSPITAL DIVISION, 380 MADISON AVENUE NEW Y 
ORK 17, NEW YORK | 
In Canada: A*S*R HOSPITAL YORK 
HOSPITAL DIVISION, 2055 DESJARDINS AVENUE, REAL 


321. Eating utensils 

Group of newly designed eating uten- 
sils for adults allows many patients 
with limited hand and arm function 
to feed themselves. Swivel action of 
the bowls on long-wearing nylon bear- 
ings keeps them level even when user’s 
wrist or arm is unsteady. Specially de- 
signed grip on the 41%” plastic handles 
allows use with either left or right 
hand. Can be washed in commercial 
dishwashers. Fascole Corp., 257 Park 
Ave., S., New York, N. Y. 


322. Isotope container 

New container for the storage and 
transport of radioactive isotopes is the 
first in a line of standardized, low- 
priced handling devices for “hot” 
items. Made of steel which will with- 
stand rugged use without denting — 
assuring secure fit for top and reten- 
tion of shape for insertion into other 
containers. Use of steel also eliminates 
fire hazard encountered in lead con- 
tainers. Stainless steel handle locks top; 
may be padlocked to prevent chance 
opening. The clamp and lock remain 
In place when handle is up, so con- 
tainer may be carried without danger, 
even if dropped. Overall height is 
seven inches, with five-inch diameter. 
Wall thickness of 11”, tested to carry 
up to 13.7 milicuries of Cobalt-60. 
Well is 340” deep by two inches in 
diameter. Weighs 30 pounds. Radia- 
tion Hazard Control Co., Fort Atkin- 
son, Wis. 
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323. Suction machine 

Stainless-steel unit has two complete, 
separate suctions in same cabinet, oper- 
ating independently, offering both 
surgeon and anesthetist any degree ol 
suction required without interference. 
Two one-gallon collections jars with 
overflow traps prevent fecal matter 
from entering machine; gauges cali- 
brated in inches and mm. of mercury 
vacuum; large storage drawer. Pratt 
Hospital Equipment Mfg. Co., 3007 
Southwest Drive, Los Angeles 43, Calif. 


324. Pneumatic sprayer 

New size sprayer for coating, moisten- 
ing, lubricating and related operations 
is compact, lightweight when jar is 
full, easy to use. Only connection re- 
quired is a 14” air hose. Choice of noz- 
zles provides atomized spray at lines 
pressures as low as 10 psi. Capacities 
range from 0.32 GPH at 10 psi to 11.4 
GPH at 60 psi. Plastic jar and mount- 
ing are resistant to wide range of 
chemicals. Wide-mouth jar permits easy 
filling. Spraying Systems Co., 3201 
Randolph St., Bellwood, III. 


325. Butter chip 

New butter chips, impregnated with 
the same clear plastic used in hot drink 
cups, are available. New coating makes 
the chips more attractive, positively 
prevents butter staining and helps the 
chip hold its shape in storage and in 
use. Frank M. Sayford Co., Inc., Litch- 
field, Conn. 


326. Heavy-duty door 

New line of doors, “duty-rated’’ to 
meet every institutional requirement, 
consists of four aluminum doors and 
one stainless steel door. The five vary 
from slim, highly styled designs to a 


model constructed to meet 
strict code specifications. Each entrance 
package consists of a door, frame and 
a Closer that are integral parts of one 
another. Numerous hardware and 
closer optionals provide flexibility in 
meeting job requirements. The extra- 
duty “350” model shown is engineered 
for heavy, abusive traffic and accom- 


massive 


modates several types of panic devices. 
Fully weathered top rail. Kawneer Co., 
Niles, Mich. 


For further information see postcard opposite page 142 
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327. Keying system 

New keying system, based on visual control through color, 
is adaptable to installations with requirements ranging 
from five to 99,900 keys. Pliable synthetic caps in 10 colors 
fit every type of lever and cylinder lock keys. ColorCaps, 
equipped with removable labels, are housed in specially- 
built cabinets that include hooks adaptable to keys of any 
shape or size. Made of a composition impervious to heat 
and moisture, the varicolored caps can be used to identify 
groups, floors, departments, or other organizational require- 
ments. Cabinets, of heavy-gauge steel, can be hung on a 
wall or built into it. Adjustable key hooks with index 
frames are clipped into position. Each hook will take two 
keys, to provide for spares. Key location cards are provided 
to serve as receipts for keys in use. Saxton Barrett Co., 
2251 Lincoln Ave., Altadena 30, Calif. 


328. Bed tray 

New E-Z bed tray is available in floral pattern of two-tone 
pink roses and green foliage in border design and center 
bouquet on a pale green background. Completely adjust- 
able, all-steel tray provides comfort in eating, reading or 
writing in bed or chair. The 13”x20” top holds a complete 
meal, and deep rim prevents spilling. Tilts at a touch to 
accommodate the heaviest book at proper reading level. 
Handy metal clips hold book pages or napkin. Rubber- 
tipped legs will not harm furniture or bed covers, prevent 
slipping. Durable baked enamel finish is washable and 
fully sanitary. Folds fiat for convenient storage. Full-color 
brochure describing complete line on request. Replogle 
Globes, Inc., 1901 N. Narragansett Ave., Chicago 39, IIl. 


For further information see postcard opposite page 142. 


329. Cold-mist humidifier 

Cold-Mist portable humidifier designed with an exclusive 
Humid-I-Mask is cool mist concentrator for faster respiratory 
relief. In humidifier, water is centrifugally atomized, further 
broken up by screening, and carried upward from unit as 
mist by a powerful stream of water-purified air. Mist is so 
fine it is absorbed instantly in mid-air and distributed 
throughout room for true humidity modulation. Companion 
Humid-I-Mask is designed so that only the chin is in con- 
tact with it. Space around tip of mask permits patient to 
speak freely, does not cut off air passage to nose. John 
Oster Manufacturing Co., 5055 N. Lydell Ave., Milwaukee 
17, Wis. 


330. Luminaire 

New fixture features luminous side panels and choice of 
diffusers, engineered in shape and transmission characteris- 
tics to provide increased foot-candle levels, with glare well 
below the levels of conventional units. Side panels extend 
over part of top, providing an upward, easy-to-clean com- 
ponent where desired. Clear ventrolens diffuser offers pris- 
matic control at low cost. White véntrolens permit more 
effective control of brightness. Lighting Products, Inc., 
Highland Park, 


331. Wall and ceiling systems 
Two new self-supporting upper wall 
and ceiling systems use plastic-surfaced 
Marlite paneling. Ceiling system ut- 
lizes 2’x 4” panels grooved on all four 
sides to fit into grid moldings sus 
pended from unfinished ceiling. Upper 
wall system panels are 2’ wide and 
available in 5-to-8-foot lengths, have 
grooved vertical edges that {it into 
moldings to give the system its rigidity. 
It is easy to switch the panels to al- 
other wall, or combine colors for ac 
cent area. Plastic surface, high] resist- 
ant to hard wear, can be washed and 
never requires refinishing. Quickly in- 
stalled with minimum labor costs. 
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332. Meat tenderizer 
New spray meat tenderizer, Tenn, uses an enzyme which 
tenderizes the meat as it is cooked, not before. Thus meats 
can be sprayed immediately before, or hours ahead of, cook- 
ing, as best suits the cook's convenience. Introductory full- 
sized can, enough to tenderize 300 Ibs. of meat, may be had 
by sending $1. C-K Products, Inc., 6943 Washington Ave., 
St. Louis, Mo. 


333. Sorting rack 
To speed sorting of checks, invoices, and similar material, 
new check and bill sorting rack is available in grey, tan, 
mist green and green. Model 7 CS, shown, has seven com- 
partments, weighs six-and-one-half pounds, measures 5” x 
24” x 8”. Other three models vary in size and compartments. 
Other products introduced this year are listed in new cata- 
log supplement, available ‘on request. Lit-Ning Products 
Co., 170 N. Robertson Blvd., Beverly Hills, Calif. 


334. Ice melter 

Chemical compound for ridding areas 
of ice and snow is available for indus- 
trial, commercial and individual use. 
In complete range of container sizes, 
from 150-Ib. drums to 10-Ib. Home and 
Kar-Kits and bulk lots, the snow-white 
pellets out-melt salt with 30 times the 
thawing capacity at 0°F, Extreme heat 
Is generated on contact, yet product 
will not harm grass, shrubs, etc.; will 
hot corrode concrete, asphalt or tires. 
Saves labor and possible liability costs 
by continuing its melting action in 
sub-zero temperatures. Can be applied 
by sprinkling with scoop, shovel, 
spreader, truck-mounted dispenser, or 
by hand. Revere Chemical Corp., 2010 
FE. 102 St.. Cleveland 6, O. 
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335. Scrap-master 
New all-purpose water-scrapping machine has large water- 
scrap-trough which permits two operators to work at the 
same time. Completely water scraps soiled dishes and food 
trays by flushing away food waste under heavy plume of 
warm recirculated water. After waste is flushed from table- 
ware, flow of water automatically carries it to heavy-duty 
grinder. Food preparation waste can thus be unloaded into 
trough and operator need not remain to feed into dispens- 
er. Tableware accidentally dropped into machine is trapped 
without damage in salvage basin. The Salvajor Co., 7235 
Central St., Kansas City, Mo. 


336. Liquid soot-ban 
New, highly efficient soot remover which is applied to boil- 
ers with an industrial sprayer, not only does a thorough 
cleaning job in less time, but also eliminates need for 
vacuuming in many instances. Adheres on vertical as well 
as horizontal surfaces and can be sprayed into hard-to-reach 
boiler areas. Lowers the combustion point of carbon to the 
point where it burns away rapidly, but not violently, when 
ignited with a paper torch. Suited to all types of furnaces, 
heaters, and oil burners, product is non-flammable, harm- 
less to metals. As introductory offer, free industrial sprayer 
is offered with every 55-gal. drum. Parke-Hill Chemical 
Corp., 29 Bertel Ave., Mount Vernoa, N. Y. 
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automatic 
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umbilical cord 
in 20 seconds 


with the 
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Slack cord is looped over 
hook at desired distance 
from umbilicus. 


Dp) Trigger pull draws cord 
into barrel. 


by SKLAR 


The Graviee Gun provides a sim- 
ple, positive, one-hand method 
for ligating umbilical cords of 
any size. Assures immediate and 
permanent hemostasis . . . pre- 
vents neonatal stump infections 
resulting from contaminated 
tapes or hands. Cords may be 
stripped if desired. The Gravlee 
Gun is sterilized by any of the 
conventional methods.! 


Write for reprint and descriptive literature: 
J. Sklar Manufacturing Co., Long Island City 4, N.Y. 


Additional pull slips sterile 
rubber band around cord. 


- Release of trigger 
[) automatically delivers 


ligated cord. 


Cord is clamped distally 
and cut in the usual manner. 


1. Graviee, L. C., and Jones, W. N.: Obst. & Gynec. 15:43 (Jan.) 1960. # u.s. Pat. NO. 2,942,604, 


For further information see postcard opposite page 142. 
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380. Emergency equipment 
New four-color, 182-page catalog 
of emergency and rescue equip- 
ment contains 190 different cate- 
gories of merchandise to meet the 
needs of rescue squads, Red Cross 
units, ambulance services, similar 
units. Featured are emergency si- 
rens, lights and rescue equipment, 
emergency stretchers and ambu- 
lance cots, ambulance accessories, 
invalid equipment, identification 
signs, flags and bulletin boards, 
folding chairs and tables. Speci- 
fications and prices listed for all 
items. Illus. Kelco Supply Co., 311 
E. 14th St., Minneapolis, Minn. 


381. Traineeship program 
Professional nurse traineeships for 
both long-term academic study and 
short-term training in nursing ad- 
ministration, supervision and teach- 
ing is the subject of the revised 
Facts about the Professional Nurse 
Traineeship Program. Publication 
outlines provisions of the program 
and eligibility requirements; in- 
cludes supplemental list of schools 
of nursing and public health and 
other agency sponsors which had 
been approved for grants as ol 
june 20, 1960. Division of Nursing 
Resources, Public Health Service, 
U. $. Department of Health, Edu- 
cation and Welfare, Washington 25, 
DiC. 


382. Plastic tubing 

Bulletin 660 lists dimensions, op- 
erating data, other details for three 
formulations of vinyl base tubing 
for laboratory applications; air 
hose; polyethylene tubing for in- 
stumentation and general use; and 
wo weights of nylon tubing for 
1000 and 2500 psi pressures. Com- 
pany also formulates tubing, other 
plastic shapes, to specifications. 
Munray Products, 12400 Grossburn 
Ave., Cleveland 35, O. 
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WHY SETTLE FOR LESS THAN THE CLEANING 
THOROUGHNESS OF SPAL CONCENTRATE 


SOAPLESS DETERGENT 


Many floors, when they're scrubbed, look clean. But that’s all. When you 
use Spal Concentrate soapless detergent, you know the surface will be 
clean. Spal cuts through soil but saves the surface. Soil is attacked 
chemically as well as mechanically. The soil, remaining in suspension, 
is easily rinsed away. 

Spal can be used on all types of flooring and on any surface unharmed 
by water alone. It is an excellent wax stripper. Underwriters’ Laboratories 
lists Spal as safe for use on conductive floors. See our representative, the 
Man Behind the Huntington Drum, for full details. ¢ Huntington Labora- 
tories, Huntington, Indiana, Philadelphia 35, In Canada: Toronto 2. 


where research leads to better products 
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Topics’ Cameras Cover 
AHA Exhibit Booths 


New bed, above, marks the entry of the American Seating 
Company into the hospital field, and is main item of a 
complete line of furniture to be introduced early next year. 
B. W. Henrikson (I.) demonstrates the bed for E. C. Bram- 
lett, administrator, Mobile (Ala.) ‘afirmary, his wife and 
son, Tom. Powered by three electric motors, the bed can 
move up and down 13'2 inches; patient’s back can be 
elevated 60 degrees, his knee 55 degrees. Can be operated 
either by the patient or the nurse. C-340. 


Colorful, cosmopolitan San Fran 
cisco welcomed the AHA con 
vention with crisp, invigorating 
weather. Responding with almost 
electric enthusiasm were 11,377 
conventioneers, 8,613 of whom 
were directly associated with hos 
pitals throughout the country, 

Two floors of the Civic Audi- 
torium were occupied by 372 tech 
nical exhibits, many of them 
introducing new and improved 
products, and all of them. attract: 
ing capacity crowds. In this special 
section, Topics features a selection 
of exclusive booth photos. 


CALOPE SP 
VICE PROGRAM 


Above: George Ashoff, American Cyanamid Co., dis 
cusses the Surgilope SP Service Program with, |. to % 
Willie Edwards, ORS; Nadiene Blanchard, OR nurs 
and Evelyn M. Roberts, CS supervisor, all of Frenc 
Hospital, San Francisco. Service offers resterilization ond 
repackaging of unused suture packages at no exifo 
cost to hospital. C-341. 


Left: Marjorie Sanders (r.), director of Mclaren Hos 
pital, Flint, Mich., questions Richard C. Anisfield, o 
Kurt Versen, Inc., about one of the company’s hospitality 
lights for patient rooms. Listening in is Helen Tookey, 
assistant director of nurses at McLaren Hospital. C342. 
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Right: Fred Heisman (I.), of S. Blickman, Inc., discusses the 
merits of the new Vincent model bassinet, introduced by 
the company at the convention, with G. T. Yamamoto, 
buyer, University of California Medical Center, San Fran- 
tixo. Also shown was a complete OR suite of portable 
fymiture, from anesthetists’ stools to instrument cabinets; 
ond additions to food service equipment. C-343. 


Left: Ist Lt. Veronica Kubica (I.) and Capt. Teresa Geisler, both of 
USAF Hospital, Travis AFB, Calif., get on-the-spot information on 
the Perfuso-Pac from Arnold Willingham, of Travenol Laboratories, 
Inc. The disposable bubble oxygenator for regional perfusion per- 
mits administration of up to 800% more cancerocidal agent than 
by direct systemic injection. C-344. 


Left: Robert C. Blackwood, of United Surgical 
Supplies Co., Inc., demonstrates a Brunschwig 
wide-exposure retractor to Sister John, OB 
supervisor, Penrose Hospital, Colorado Springs, 
Colo. Instrument may be used in vertical or 
transverse incisions, with retracture in any 
required direction. C-345. 


Right: John M. Richards (I.), of Richards 
Pharmaceutical Co., gives Roy Rambeck, ad- 
ministrator of the University Hospital, Seattle, 
Wash., a leaflet on Aluminostomy, metallic 
ointment for colostomy and ileostomy. Protects Be. 
against irritating fluids, preventing enzymic : 
digestion and excoriation of the skin. C-346. hh ™ 


ALTERNATING 


RD GRAMT CO 


Right: Louise Erickson, nursing consultant, California 
State Health Department, Berkeley, listens intently as 
Ken Cochrane (I.) and Richard D. Grant, of R. D. Grant 
Co, explain the Alternating Pressure Point Pad. The 
Vinyl plastic pad has sets of parallel air cells which, 
alternately inflated and deflated electrically, prevent and 
treat bedsores, pressure sores. C-347. 
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Above: R. N. Hinch (I.), of Barnstead Still & Sterilizer Co., points out 
feature of company’s water still to Irving Linn, of Presbyterian Hospital 
Center, Albuquerque, N. Mex. The still never needs cleaning, is 


quipped with automatic start-stop controls. Ultra-violet-equipped tanks 

keep distilled water pure in storage; purity meters; tinlined piping 
for protection of distilled water during distribution; ultra-fine air 
filters. C-348. 


Right: G. B. Fox (I.), of Hobart Manufacturing 
Co., explains the new model flight-iype dish- 
washer to Ralph L. Tarbett, of the California 
State Health Department, Berkeley. The fully 
automatic continuous racking unit scraps, 
power washes, power rinses and final rinses, 
with the need for human supervision reduced 
to an absolute minimum. C-350. 


116 For furthcr information see postcard opposite page 142. 


Above: Max and Marion Twentier, of Twentier’s Research, explain the 
advantages of the company’s Sure-Band patient identification to 
Elizabeth Howie (r.), administrator, Allen Memorial Hospital, Oberlin, 
O. Soft, non-toxic and comfortable to wear, bands cannot be stretched 
for removal. Adult, pediatric and matching mother and baby bands. 
O.B. bands in plain, pink, or blue; adult and pediatric bands in 
plain, red, green, or yellow. C-349. 


Left: Tom Conry, of American Glass Tinting Corp., shows 
a sample of sun-tinted glass to M. K. Hassell, x-ray techni- 
cian, French Hospital, San Francisco. Demonstrated at the 
booth was the unique flow process of Sun-X Glass Tinting 
a product enabling the user to slash air-conditioning costs 
up to 30 percent, and provide glare-free comfort for p* 
tients and hospital staff. C-351. 
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— the Above: Frank Gernand, of D. W. Onan & Sons., Inc., gives a few Above: H. J. Bauman, of the Nutting Truck and Caster Co., explains 

on hb pointers on one of the company’s electric plants to Willard J. Leuthard, how a unit of the Food-ala-Cart food service system works to Ida 

1, Oberlin, assistant administrator, Modest (Calif.) Memorial Hospital. All J. Noreen (I.), director of nurses, and Juliana Cretcher, surgery super- 

© stretched gasoline-powered generation plants, 500 watts to 185 kw., and diesel- visor, both of Yuba County Hespital, Marysville, Calif. The system 

iby bands, powered electric generating plants, 3,000 watts to 230 kw., are run-in takes guesswork out of servings because there is only one serving per 

bands in and tested under realistic load conditions by an independent testing oven drawer, and it matches its own serving tray. Cart has three tem- 
laboratory before shipment, are performance certified. C-352. perature zones: piping hot, normal and ‘deep freeze.” C-353. 


Left: David G. Hutchinson (I.), administrator, 
Community Hospital, Boulder, Colo., and Roy 
R. Anderson, administrator, Presbyterian Hos- 
pital, Denver, Colo., are engrossed in the 
demonstration of the Market Forge Company’s 
nourishment and ice station given by repre- 
sentative Edward Dana (r.). Dispenses ice, 
untouched and uncontaminated, directly into 
the container. C-354. 


sy shows Right: Katherine Mary Russell, of the California State Nurses Associa- 
y techni: tion, San Francisco, delights in the softness of the Celaire hospital 
1 . bed blanket of 100% pure cotton cellular construction, shown by Reuben 
Dunsford, of Merryknit Sales Co. Made in England, the blanket is 
ing cost completely lint- and static-free, machine washable, and gives warmth 
=? without weight, using the Scandinavian theory of thermal warmth. 
Can be sterilized, and will not shrink after initial laundering. C-355. 
rOPics OCTOBER, 1960 For further information see postcard opposite page 142 117 


ad DISPENSE 
CELAIRIC 


Above: Henry H. Rothman, food service consultant, explains new 


Right: Jim Dalgern (center), Royal Communication Systems, Inc., 
demonstrates a nurses’ call system for (I. to r.), Pauline Bell, William 
Strother and Leslie Kay of Buonaccorsi & Murray, consulting engineers. 
A new affiliate of Admiral Sales Corp., commercial electronic division, 
Royal also showed radio paging and television systems. These and re- 
lated electronic conveniences can be fashioned to hospitals’ individual 
requirements; Admiral-Royal will engineer, manufacture, install and 
permanently maintain the equipment. C-359. 


118 For further information see postcard opposite page 142. 


Above: R. E. Hawkins (I.), administrator, El Camino Hospital, Mount View, Calif, 
Unitray mobile food unit he designed for Swartzbaugh Manufac- and Theresa Youner, Shriners’ Hospital for Crippled Children, Philadelphia, Pa, 
turing Company to Sister Martina (I.), O.B. supervisor, and Sister listen in to explanation of Ethicon’s ATRALOC needle suture program, suggesting 
Gabriel, administrator, St. Elizabeth Hospital, San Francisco. standardization via the simplified Ethicon line of dles (c ites of the many 


P 


This unit is designed to keep food hot and cold on one tray existing needles surgeons use), which may be obtained separately or pre-armed 
simultaneously, and helps eliminate confusion in tray service to with suture. The system simplifies stocks; reduces servicing costs. With them js 
patient floors. C-356. Warren Bowne of Ethicon. C-357. 


Left: Henry Skovron, manager, sterilizing department, American Steri- 
lizer Co., demonstrates full automation of large Vacamatic sterilizer 
to Carmelita S. Brewer, administrator, Sutter County Hospital, Yuba 
City, Calif. With pressure steam at 275°F., precisely controlled 
vacuums at beginning and end of sterilizing cycle permit a scant 10- 
minute exposure that provides ample margin even for dense packs. 
The unit incorporates other new features: a two-week recorder, im- 
proved safety lock door, new loading equipment and Itiple shelves 
for the 24x36’x30” interior. C-358. 
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2w, Calif, 
ao a of American Metal Products’ all-electric hospital 
"9 bed. Bed achieves all approved medical positions, pillows 

the many 

pre-armed 

dorf, company representative. C-360. 
Right: lone P. Oliver (I.), director of volunteer serv- 
ices, and Yolanda G. Toschik (r.), personnel director, 
St. Joseph’s Hospital, Phoenix, Ariz., pause with Mike 
O'Neill, Becton-Dickinson’s advertising manager, to 
look at illustrative material on tissue-compatible B-D 
medical grade tubing. Subjected to extensive testing 
with living animal tissue, the polyethylene and viny! 

in Steri- tubing is extruded from resins selected to be non- 

sterilizer toxic, non-pyrogenic, tasteless. C-362. 
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Above: Paul S. Jarret (r), hospital consultant, Above: Sister Mary Stella, head of buy- 
los Angeles, examines display of mobile features ing, Notre Dame Hospital, San Francisco, 


lion 


a 
and 
features 3 mattress panels, patient hand control, American Hospital Supply Corp. AHS also 
enclosed control housing. At left is F. E. Diefen- showed other new products and technics for 
hospital service. C-361. 


chair featuring foam 


Orme, Jr., operate ultrasonic cleaner. 
line of portable autoclaves. C-363. 
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Below: Robert A. Laythe (I.), business manager, Bret Harte Sanitorium, 
Murphys, Calif., watches Pelton and Crane Co. representative, Niles 
Firm also showed a complete 


Above: Dennis Pickens of Jarvis and Jarvis, Inc., 
describes new stainless steel bussing cart for 
Sister Mary Cyril, R.N., superintendent, St. Ber- 
nardine’s Hospital, San Bernardine, Calif. The 
firm showed extensive lines of stretchers, trucks, 
wheeled equipment, h keeping and laundry 
items. C-362. 


[B-D] GRADE 


anima, TESTED 
NONTORIC 


CIMEN TIONALLY 


THULY DISPOSABLE 


Below: John Howard of The Stuart Co. offers sample of Stuart's instant 
Vita-drink to Lorraine Hand, medical record librarian, Palo Alto-Stan- 
ford Hospital, Palo Alto, Calif. Low calorie multivitamin beverage comes 
in three fruit flavors; five-pound can makes 800 4-oz. servings. C-364. 
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Left: G. C. Protzman (I.), Reflectal Corp. (a 
subsidiary of Borg-Warner Corp.), discusses 
principles of Koolshade and Koolframe prod- 
ucts and the Koolshade sunscreen, the orig- 
inal solar screening device, with Robert J. 
Frommer, San Francisco sales engineer. C-365. 


Right: Spraying Staph-Go, Continental Lab- 
oratories’ glycolized-iodine fog, new chemical 
disinfectant, is Richard H. Barnett, Continental 
Laboratories, Inc. Looking on is Mrs. J. E. 
Smitts, whose husband is regional director of 
Kaiser Foundation Hospita!'s, Los Angeles. C- 
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Right: Sisters M. Nora (I.), director of personnel, 
and Mary Brigh, administrater, St. Mary’s Hospital, 
Rochester, Minn., watch M. P. McDermott of Hill- 
Rom Co., Inc., adjust new bedside cabinet lamp. 
Convenient for patients ond nurses, it rolls on 
track at back of cabinet, has full 360° revolvement, 
with parabo!a shade inside the ventilated outer 
shade to permit intense examining light. dill-Rem 
also showed groupings of furnishings and specialty 
items. C-368. 


Right: William A. Price, M.D. (I.), and E. F. Wilkens, superintendent, 
Price Convalescent Hospital, San Francisco, discuss use of disposable 
items with Robert Savin, IPCO Hospital Supply Corp. IPCO dis- 
played lap-packs, pan-drapes, identification bands, arm boards, 
towelettes and O.B. and O.R. packs developed to improve technics 
and also provide savings in time and labor. C-369. 


Left: Mrs. Warren L. Ganong, hospital consuliant, stops to discuss 
new products with L. O. Charbonneau, Edward Weck & Co. The 
firm showed a new glove tester which instantly detects holes in 
surgeons’ gloves while they are being worn; new needle holders 
for cardiovascular surgery, and a line of Wexteel surgical scissors. 
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Left: Pearl Bowman, R.N., Bowman Nursing 
Home, San Francisco, pauses at the Disposable 
Hospital Products Inc. exhibit to chat with 
Lyle Wright, company representative. Exhibit 
featured disposable hypodermic syringes and 
needles, Petri dishes, plastic pitchers, tumblers 
and trays. C-370. 
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Right: John Gabel of Wilmot Castle Co. and 
Marjorie Hofer, pediatric instructor, Santa 
Clara County Hospital, San Jose, Calif., dis- 
cuss problems of sterilization. Between them 
is Wilmot Castle’s new orthomatic sterilizer 
with high vacuum control. C-371. 


Right: Showing how linen can be quickly mended with heat ad- 


) discuss hesive using the Thermopatch and Thermopress system, is Harry 
Co. The Fogelman (I.), Thermopatch Corp. Benjamin W. Mandelstam, M.D., 
holes in Mt. Sinai Hospital, Minneapolis, looks on. Thermopatch mends can 
holders be used for all hospital and surgical linens and are said to last 
scissors, as long as the linens despite repeated washing and autoclave 


procedures. C-372. 


wee 


Left: G. H. Stone (I.), administrator, Children’s 
Orthopedic Hospital, Seattle, Wash., pauses to view 
the Aeroplast Corp. exhibit of Vi-Drape surgical 
film and Vi-Hesive surgical adherent. Paul Creager, 
Aeroplast, explains the sterile operating field they 
provide, which «liminates need for skin towels ana 
clamps. Aeroplast surgical dressing was also shown. 


C-373. 


Left: Handing hospital sanitation literature to Nancy Weaver, 
assistant medical record librarian, Kaiser Foundation Hospital, San 
Francisco, is Airkem Inc. representative R. J. Kundert. Thomas J. 
Connelly, Airkem, and Lawrence Rabinow, administrator of the 
above hospital, discuss properties of Airkem Solidaire odor counter- 
actant which freshens indoor air. C-374. 
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(Continued from page 96) 
women attendants who are responsible for bathing. 
Fresh post-partum patients are bathed four hours 
after delivery, and if the census goes to 41 or 42, a 
licensed practical nurse is also assigned to this duty. 

The 4 p.m. to midnight shift has one registered 
nurse and one licensed practical nurse routinely; the 
midnight to 8 a.m. shift, one registered nurse and 
one attendant. When the census indicates the need, 
the staff is supplemented, or a licensed practical nurse 
is substituted for an attendant. The census rise also 
automatically triggers memos from the Director of 
the OB-GYN department authorizing the discharge 
of mothers and babies at the end of four days if both 
are in satisfactory condition. 

The staff has also been augmented by training 
technicians for each shift who take fetal heart beat 
and blood pressure, watch labor progress, handle 
sterile technics and set ups, but never give medication. 

“We keep a very, very close eye on staph,” said 
Mrs. Peebles. “Any nurse or attendant with a red 
mark anywhere, whether it’s open or not — we even 
consider wrinkles suspect! — gets a nose and throat 
culture. Weekly cultures are done routinely in the 
nursery, and monthly on all OB personnel, including 
the doctors. If a patient has an open lesion, she’s 
automatically cultured. No doctor’s order is needed. 
Complete reports on all cultures are sent to the OB 
department nursing supervisor. 

“This approach, which has been ingrained into 
the consciousness of all personnel by our infections 
committee, headed by the hospital’s pathologist, 
means a lot of cultures, but a lot of peace of mind. 
Patients are cultured as outpatients, and if they are 
positive, they go into isolation when they come into 
the hospital for delivery. All patients who go into 
isolation must stay there until they are discharged 
from the hospital. 

“If any patient has a lesion on coming inta the 
hospital,” continued Mrs. Peebles, “it is reported at 
once. Such patients, on order of our obstetrical chief, 
are delivered in the emergency operating room, and 
mother and baby then go into isolation. 

“To date, we have had no incidence oi staph 
infection anywhere in the hospital, no nursery out- 
break of any kind. 

“Should a member of the OB nursing staff show a 
positive staph, she is given Neosporin ointment to 
apply to the affected area. This treatment has proven 
most effective, giving a negative test within 24 to 48 
hours. If tests of personnel run positive, the person 
is taken off duty and salary and benefits are paid in 
full during time off.” 

Husbands only are allowed to visit OB patients, 
with visits limited to two a day. If the husband is in 
military service, or the patient is an unwed mother, 
special permission is granted to one other person. 
Since all visitors must stop at the volunteer desk en 
route to their destination, close check is maintained, 
and volunteers refer all special visitors to the super- 
visor or the public relations department. 
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Before admission, OB patients come into the hos. 
pital a month or so before their baby is due. Mrs. 
Peebles takes them into the delivery room, the post. 
partum room, and other areas, explaining and dem. 
onstrating as they go. Whenever possible, they are 
taken as a group. Before entering the area, they are 
gowned and masked. 

After admission, Mrs. Peebles gives new mother 
classes, teaching the women how an infant is bathed, 
held, fed, and dressed. Classes for fathers are given 
at the Levittown Civic Center whenever such sessions 
are requested by physicians. 

In cooperation with the County Health Depart 
ment, clinic patients are followed by the public 
health nurse all through their pregnancy. They are 
also visited after delivery to help in the initial care 
of the baby and given further instruction. Premature 
babies are given special care after discharge from the 
hospital by the public nurse. 

“These efforts help lessen the apprehension of 
women about to become mothers for the first time,” 
concluded Mrs. Peebles, “and increase the already 
strong ties between the community and the hospital. 

“Though not all of our OB patients are from 
Levittown, of course, the majority are, and the older 
we become as a hospital, the more ‘repeaters’ we have. 
These women, at ease in familiar surroundings, cared 
for by personnel they are acquainted with, and con- 
fident of the care they will receive, are good for other 
patients, the staff and the hospital itself.” 


|The following is abstracted from a paper given at 
the 1959 annual meeting of the American Academy 
of Pediatrics. | 

Studies Indicate Early Surgery 

To Avoid Congestive Failure in Infants 

It has been our feeling that infants born with co- 
arctation of the aorta and an intra- or extracardiac 
shunt frequently develop congestive failure early in 
life which is resistant to intensive medical treat- 
ment. Surgical correction of the defect, therefore, 
is indicated as a life-saving procedure. 

In this report of 10 infants with these malforma- 
tions who were operated upon, eight survived. 
Seven also had a patent ductus arteriosus demon- 
strated at operation in addition to the coarctation. 

The survivors have been followed from one to 
four years postoperatively, and have been re-evalu- 
ated with the following findings: 

No hypertension has been demonstrated in any 
patient; four patients have normal blood pressure 
gradients between the upper and lower extremities, 
and four have only a 10-20 mm. Hg. gradients: four 
patients show definite evidence of an intracardiac de- 
fect; one was shown to have an interventrical septal 
defect. In the remaining patients, there is no clinical 
evidence of additional cardiac defect. 

There were no indications that the coarctation 
was re-established. — M. Remsen Behrer, M.D., assist 
ant professor of pediatrics, Washington University 
School of Medicine, St. Louis, with David Go/dring, 
M.D. and Frederick D. Peterson, M.D., St. Louis, Mo. 
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PICS 


pice Book Corner 


GERIATRIC NURSING (third edition), by 
Kathleen Newton, R.N., M.A. St. Louis: 
The C. V. Mosby Company, 1960. 483 pp. 
$6.50. 


Intended for both student nurses 
and graduates—those who attended 
the aged anywhere—this third edi- 
tion incorporates new chapters em- 
phasizing the need for graduate 
professional nurses to be well in- 
formed about the chronically ill 
and aged. In addition, other chap- 
ters have been revised to bring 
them up-to-date with modern 
thinking. 

Twenty-four chapters are incor- 
porated into three main sections: 
the first division considers some of 
the problems of the aged beyond 
actual illness; the second includes 
chapters on non-specific subjects 
that affect most elderly people; and 
the third deals with the more com- 
mon clinical conditions that need 
emphasis in the minds of nurses 
caring for the aged. 

The book includes an index and 
many pictures, sketches, tables—as 
well as a list of references after 
each chapter. 


THE OFFICE ASSISTANT IN MEDICAL PRAC- 
TICE (second edition), by Portia M. Fred- 
erick and Carol Towner. Philadelphia: 
W. B. Saunders Company, 1960. 407 pp. 
$5.25. 


The one-girl office for the physician’ 
is a common thing—at least 73 per- 
cent of all practicing M.D.’s in this 
country employ an office aide to 
handle both medical assisting and 
medical secretarial duties. And for 
this aide the authors have written 


a book which could well be her 
bible. 
The duties of this office-girl 


medical-assistant are manifold: she 
ranges [rom mail-opener and house- 
keeper to human relations expert. 
And this book covers the range 
with her. It is divided into two 
major sections, the first dealing 
With business and secretarial as- 
pects, the second with medical as- 
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pects, including types of equipment 
and medical procedures. 

The 26 chapters— which cover 
subjects from medical ethics and 
legal affairs to telephone technics— 
are all detailed, thorough, and 
quite readable; the many illustra- 
tions are practical aids. 


1 WENT TO THE HOSPITAL . . . by Ellie 
Simmons, New York: Parents’ Committee 
of the Children’s Ward, Tompkins County 
Hospital, Ithaca. 25c. 


A simple, storybook-type pamphlet 
for children, J Went to the Hospi- 
tal is admirably designed to allevi- 
ate the younger child’s fears. 

Illustrated by the author, the 
sketches and accompanying text 
show the child the hospital routine 
from time of entering to leaving in 
a readily understandable form. 


STRUCTURE AND FUNCTION OF THE BODY, 
by Catherine Parker Anthony, R.N., B.A., 
M.S. St. Louis: The C. V. Mosby Company, 
1960. 144 pp., $3. 


This is a “self-help” book primarily 
for students in practical nursing 
programs. It contains basic in- 
formation written in short, direct 
sentences with to-the-point descrip- 
tions and explanations. 

Designed as a textbook, preview 
outlines are included at the begin- 
ning of each chapter and outline 
summaries and review questions are 
at the end. Teachers may use these 
guides as the basis for lectures and 
class discussions. 

The book contains many dia- 
grams and sketches, as well as a 
glossary, index, and supplementary 
reading list. 


NO CLAMPING REQUIRED! 
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Write FOR COMPLETE CATALOG! 
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FRAME 


Designed to fit the modern variable 
height beds—any make, any model— 
without clamps. This outstanding new 
frame can be set up in seconds by one 
nurse. Support bars fit down into IV 
holes in the four corner posts of bed. 
No clamping required. No possibility of 
marring bed ends. Constructed of oc- 
tagonal, no-slip aluminum alloy tubing 
for greatest strength with lightest pos- 
sible weight—only 22 lbs. Accommodates 
all types of traction apparatus. No-slip 
design stops aggravating clamp slippage. 
No. 748, complete with three abduction 
arms equipped with pulley and clamp, 
and trapeze assembly, $75.00. (Specify 
make and model ef bed when ordering.) 
Double-End Traction Bar, Side Arm 
Traction Bars, and extra interchangeable 
parts available. 


DePuy Manufacturing Co., Inc. 
WARSAW, INDIANA . 
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Contos With Te ‘SHY PO’ Seal OF 


| .-YOUR GUARANTEE OF 
COMPLETE SATISFACTION! 


@ HYPOsterile Disposable Syringe & Needle 
HYPOstainiess Specialty Needles 

HYPO Clinical Thermometers 

| HYPO Standard Syringes 

* HYPO Interchangeable Springes 

HYPOstainiess Needles 

i In Standard, Luer-Lock Disposable, — Hub Disposable ; 

© HYPOstainiess Sterile Disposable Need 

in Luer-Lock, Round Hub 

“HYPO” ... Finest Quality Throughout, Popular-Priced For Greater Economy! 

| MILLIONS IN USE THROUGHOUT THE WORLD ie 


Sold By Leading Surgical Supply Dealers ee 


HYPO svraicat suppy corp. 


11 Mercer Street + New York 13, N. Y. 


Moues to 
Bellmore, New ork! 


MM NEW FACTORY AND EXECUTIVE OFFICES! . 

NEW ULTRA-MODERN EQUIPMENT! 

SCIENTIFIC METHODS OF 
PRODUCTION AND MATERIALS HANDLING! 


Service And Delivery ... Better Than Ever! 


We thank you for the confidence placed with us 
during the past 10 years. The: courtesies shown, 
the faith and patronage offered, helped bring 
about this milestone in our company history. 


In order to meet the demand for Lumex products, 
as well as to satisfy our own insatiable desire 
to continually market the finest equipment possible... 
economically suited for every budget requirement 
.. this plant expansion became a necessity. 


Our future has one purpose . .. superior products, 
unmatched utility, better service ... in short, an 
integrated operation worthy of your highest standards 
and complete satisfaction. 


We Are Now Ready To Serve You! 


Manufacturers Of 
“QUALITY ENGINEERED" 
ELLMORE, N.Y General Medical & Hospital Equipment 


GENERAL 
MEDICAL 
EQUIPMENT 


PHARMACY. 
(Continued from page 70) 


and also produces a label on which 
is recorded the data from the pa- 
tient’s Addressograph plate and the 
drug Addressograph plate. The 
nurse attaches this label to the 
package of medication delivered. 

Another feature of the system is 
a medication administration rec. 
ord, on which the nurse records all 
information on drugs ordered for 
an individual patient, and on the 
administration of these drugs. 

So far, Dr. Angelides said, the 
system has been found to have 
many advantages for the pharmacy 
and nursing service. Much nursing 
time is saved in administering 
drugs and recording data, and by 
the elimination of the need for 
washing medication glasses and 
checking the nursing station’s sup- 
ply of medications. The likelihood 
of errors is reduced. 

For the pharmacist, the system 
enables maintenance of maximum 
controls over the drugs on each 
nursing unit. Time and work are 
saved in his department because 
the system reduces the number ol 
charge slips prepared and also cuts 
down the amount of time spent in 
pricing of drugs, in labeling, in 
replenishing nursing-station —sup- 
plies, and in individual dispensing 
of drugs to the floors. 

Dr. Angelides believes that the 
system can be used in all hospitals, 
regardless of size, to improve the 
quality of pharmacy service. 


Course For Executive 
Housekeepers 
To assist the hospital housekeeper 
in developing professionally as an 
effective executive member of the 
hospital management team, the 
University of Florida Teaching 
Hospital and clinics in cooperation 
with the general extension division 
of Florida is offering a week-long 
short course for housekeepers, Oc 
tober 17-22, Gainesville, Fla. 
Feeling that “many institutes pre 
viously offered for hospital house- 
keepers have followed a more voca- 
tional approach with its attendant 
shortcomings in meeting the prob- 
lem of personal executive develop: 
ment,” this course focuses attention 
on the administrative aspects ol 
hospital housekeeping. 
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OPICcs 


]. Richard Arnzen — has been ap- 
pointed administrator, Hyde Me- 
morial Rehabilitation Hospital, 
Bath, Maine. Mr. Arnzen has also 
been named executive director, 
Pine Tree Society lor Crippled 
Children, which operates the hos- 
pital. 


Leon Bernstein—has been  ap- 
pointed administrator, Mount Si- 
nai Hospital and Clinic, Los An- 
geles, Calif., succeeding Walter J. 
Mezger. He was formerly assistant 
director, Mount Sinai Hospital, 
Cleveland, Ohio. 


James F. Carlin — is new director, 
Morningside Hospital, Portland, 
Ore. He succeeds John L. Haskins, 
M.D., who retired. 


H. Robert Cathcart—has been ap- 
pointed vice president, Nazareth 
Hospital, Philadelphia, and the 10 
hospitals operated by sisters of the 
Holy Family of Nazareth plan. 


Hyman Cchen 
and Joseph Saxl 
—-have been 


named adminis- 
trative assist- 
ants, Mount Si- 
nai Hospital, 
Chicago. Mr. 
Cohen has 
a masters de- 
gree in hospital 
administration 
from Columbia University. Mr. 
Saxl’s degree work was taken at 
Northwestern University. 

Mr. Cohen will also serve as 
night administrator. 


OCTOBER, 1960 


James D. Colling — has recently 
been named administrator, Rabun 
County Memorial Hospital, Clay- 
ton, Ga. 


George H. Cowen, Jr.—has been ap- 
pointed administrator, Wa dley 
Hospital, Texarkana, Tex. 


James B. Craig, M.D.—is new direc- 
tor of education service, Milledge- 
ville (Ga.) State Hospital. 


Gavin A. Pitt G. Craighead, Jr. 


Presbyterian-St. Luke's Hospital, 
Chicago, has elected Gavin A, Pitt 
president and chief executive ofh- 
cer. Gordon F, Craighead, Jr. has 
been made director, division of gen- 
eral services. 


Arthur P. Doring — has recently 
been appointed chief engineer, 
Long Island College Hospital, N. Y. 


Robert L. Flynn — has been named 
administrator of the hospital now 
under construction at Ashland, 
Ore. At present, he is completing 
his administrative residency at 


Good Samaritan Hospital, Port- 
land. 
Thomas G. Fowler — has been 


named director of housekeeping 
services, Alexandria (Va.) Hospital. 


Sister Leretta Marie (I.), president, American Association of 
Hospital Accountants, presents lifetime memberships to Mrs. 
Mary S. Corbett, office manager, South Shore Hospital, South 
Weymouth, Mass.; and Ernest C. Laetz, controller, University 
Hospital, University of Michigan, Ann Arbor. The member- 
ships were given at the 18th annual institute on hospital and 
finance, held at Indiana University, Bloomington, July 17-23. 


Personally 


Speaking 


Harvey Goldey, M.D.—is new as- 
sistant director, hospital’s out-pa- 
tient service department, Hillside 
Hospital, Glen Oaks, N. Y. 


Lindsay Gould, M.D.—has_ been 
named chief of staff, Northwest 
Hospital, which was recently 
opened in Seattle, Wash. 


David Andrew Grimes — has been 
named assistant director, Vander- 
bilt University Hospital, Nashville, 
Tenn. He was formerly administra- 
tor, Greene County Memorial Hos- 
pital, Waynesburg, Pa. 


Jack H. Hall—has been appointed 
director of medical education, 
Methodist Hospital of Indiana, 
Indianapolis. 


Ruby M. Hall, R.N.—has been ap- 
pointed director of nurses, Lake 
Charles (La.) Memorial Hospital. 


Joseph M. Henry—has been named 
executive director, Middlesex Gen- 
eral Hospital, New Brunswick, N.]. 


Col. Bernard Korn, USAF, MSC — 
has been appointed Chief, Medical 
Service Corps, USAF Medical Serv- 
ice, succeeding Col. Leonard P. 
Zagelow, USAF, MSC, who has 
been reassigned to the Fifth Air 
Force in Japan. 

Col. Korn was formerly Director 
of Plans, Staffing, and Hospitaliza- 
tion for the Surgeon, Pacific An 
Forces. 


Frank Lena — has been appointed 

laundry assistant, Southern Baptist 

Hospital, New Orleans. 
(Continued on next page) 
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Charles C. Lindstrom — has been 
appointed assistant administrator, 
Minneapolis (Minn.) General Hos- 
pital. He is a graduate of the Uni- 
versity of Minnesota program in 
hospital administration. 


New appointments at Western 
Pennsylvania Hospital, Pittsburgh 
are James I. McGuire, administra- 
tive assistant; Kalman J. Forto- 
loczki, administrative resident; and 


Thomas F. Ryan, assistant laundry 
manager. 


Sister Mary Martin, S.F.P.— has 
been appointed business adminis- 
trator, St. Clare’s Hospital, Schen- 
ectady, N. Y. 

E. A. McKinley, Jr.—is the new as- 
sistant administrator, North Louisi- 


ana Sanitarium, Shreveport. 


Mrs. Alberta J. Murphy, R.N.—has 


| MISS PHOEBE 


“Lucky for us foxes they don’t make 
Everest & Jennings chairs for hounds !” 


NO. 37 IN A SERIES 


STARLINER TRANSFER 
chair has luggage rack and 
folds to 9” 


Foxy Phoebe. She cuts obstacles to size with an 
Everest & Jennings chair, Canny administrator, too — 
for choosing the chair that virtually eliminates 
maintenance costs. It’s a budget-cutting fact in 
hospitals all over the world: the easy-to-clean beauty 
and trouble-proof ruggedness of Everest & Jennings 
chairs make them a bigger bargain every year. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 
1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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recently -been appointed superip- 
tendent of nurses, Navarro County 
Memorial Hospital, Corsicana, 
Tex. 


Ralph B. Murphy—has been ap. 
pointed assistant director for plan. 
ning, design, and construction, 
Union Memorial Hospital, Balti. 
more. 


The Rev. Vernon O'Kelly — has 
been appointed assistant chaplain, 
Methodist Hospital, Lubbock, Tex. 


Louis Pelner, M.D.—has_ been 
named president of the medical 
board, Swedish Hospital, Brooklyn, 


W. Obed Poling—has become ad- 
ministrator, Union Protestant Hos- 
pital, Clarksburg, W. Va. 


Miss Mary E. Prichard, R.N.—has 
been appointed director of nursing, 
Wesley Hospital and Nurse Train- 
ing School, Wichita, Kan. 


Miss Elva Simpson — has been ap- 
pointed director of nurses, Martins- 
ville (Va.) General Hospital. 


Sidney N. Soll, M.D.—has been ap- 
pointed medical director, out-pa- 
tient clinics, Mount Sinai Hospital, 
Los Angeles, Calif. 


Donald W. Snyder — has been cho- 
sen administrative resident, White 
Cross Hospital, Columbus, O. 


F. Ross Porter—has been appointed 
hospital advisor, International Co- 
operation Administration, Wash 
ington, D. C. He will begin his first 
assignment in Bogota, Colombia, 
next year and will work to improve 
hospital and health services in 
Colombia. 


Leo R. Tighe, M.D.—manager, Vet 
erans Administration Hospital, Av 
gusta, Ga. has recently retired. 


George W. Setzer, M.D. — assistan! 
medical director, Montana State 
Tuberculosis Sanitarium, Dee! 
Lodge, Mont., recently retired. He 
is succeeded by John C. Murphy, 
M.D. 


(Continued on page /32) 
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| HELPS YOU TO 


CONCENTRATE... 


EXCLUSIVE with NCG, bold green 
tuck-line helps maintain the concentra- 
tion in NCG Oxygen Tent Canopies. 
Clearly visible, the tuck-line helps nurse 
or therapist see at a glance if canopy is 
tucked in right. Saves time, prevents un- 
necessary loss of oxygen. NCG Tent Can- 
opies give you many other advantages: 
© Made of vinyl plastic, full 60 inches long 


© Four 20 inch vertical zippers open “up” — 
one in each corner 


® Green bias tape binding a: 
© Reinforced grommets 


© 150% stretch green elastic suspension 
to absorb twisting and pulling 


© Easily read NO SMOKING signs 


© Permanent 3 mil canopies 
have metal grommet suspension 


© Extra weight 5 mil canopies feature — 
heavy fused plastic grommets _— 


NCG Canopies cover three-fourths of bed ~~ 
area and are “‘tailor-made”’ for all stand- 
ard models of oxygen tents. Full bed units 
are available on special order. Try one 
now. There is no obligation. Use the cou- 
pon below to help you to concentrate . . 


NCG REFRIGERATED OXYGEN TENT .. . easy to 
handle, simple to use and readily accessible for quick 
maintenance. All controls in one simplified, conven- 
iently located panel for quick, precise regulating ; 
occupies the smallest floor space dimensions of any 


commercially available tent. NATIONAL CYLINDER GAS DIVISION OF CHEMETRON CORPORATION 


84C N. Michigan Ave., Dept. M-6K, Chicago 11, Illinois 


0 At no obligation to me, you may have a representative install a free dem- 
onstration Model NCG Tent Canopy for the following tent: 


NATIONAL CYLINDER GAS 
DIVISION OF CHEMETRON CORPORATION ann 
! CHEMETRON / 
ADDRESS. 
© 1960, CHEMETRON CORPORATION CITY. ~STATE 


\ | 
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A—SUPER-MEALCART —Counter-height set-up 
area with exclusive ‘‘step-down”’ feature. Refriger- 
ated tray compartments have 334” between slides, 
room for 14 pint milk cartons. Each heated drawer 
holds three 9” plates, three 514” plates and three 
cups, (guarantees hot coffee). Mechanical hold- 
over refrigeration system maintains low temper- 
ature during serving period without current. No 
blowers to dry out and wilt food! Available in 20- 
and 24-meal sizes. 


B—HARRIS FOOD TRUCK —The complete cafeteria 
on wheels. Serves 50-75. Carries hot food, cold 
food, trays, china, napkins, silverware. Goes any- 
where a wheeled stretcher will go. THE FINEST! 


Note: All carts are electrically heated. 


PICK THE CART” THAT FITS YOUR FOOD SERVICE SYSTE 


ASK FOR COMPLETE DATA ON CART THAT FITS YOUR NEEDS 
SHAMPAINE ELECTRIC CO. 615 East First Avenue - Roselle, N.J. 
A DIVISION OF SHAMPAINE INDUSTRIES, INC. 


C —MEALCART — Tray conveyor with hot and » 
compartments. Models for 18, 20 or 24 trays. Boys 
age jug superstructure available. 

D —SERV-ALL — Bulk food conveyor. Models for ¢ 
or 85 meals. 

E —CHEF-CART — Bulk conveyor. Models for 35, 
55 meals. 

F—SPEED-CART (NOT SHOWN) — Bulk convey 
Models for 20 or 30 meals. 

G—REMOVABLE BEVERAGE BAR FOR St 
CART — Use separately on utility cart for be 
meal servings or in doctors’ lounge. 

H—TRAY CONVEYORS — For ward feeding. 1 
or 16-tray models available with hot and co 
compartment. 


LecTRic CoO. 
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Power pack 
recessed ir, base. 


No extra housing. 


Set Position Selector, 
Simple push or pull movement 
activates power and obtains 

any desired position—avutomatically, 


You're never stranded! In case 

| of electrical power interruption or 
related failure . ..mechanical 
controis are always ready to take 

over and shift table to any 


position. Set selector and activate 
foot pedal! 


Sy Single control arm provides 
unobstructed area for close patient 


contact from head-end ... 


with table in chair position. 3 


7 


Power on: press foot button; at left. 
Power off: activate foot pedal at right. 


to lower table with power on or off... 
depress foot pedc! at right. 


Cy 
Satire table VU. 


Listed for Ciess 
Group C atmospher: 


¥920 SOUTH JEFFERSON * ST.LOUIS, MO, 


SHAMPAINE industry 
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TE PLS “POWER-OFF” EMERGENCY CONTROLS 
| 


Complete or Partial 


Privacy as Desired 
for Semi-Private Rooms and Wards 


with the new Hill-Rom A. E. 


(aluminum extruded) screening 


The illustration shows how the new Hill-Rom A.E. Screening 
enables the nurse to give the patient complete or partial privacy as 
desired. Here the curtain has been closed merely enough to shield 
the patient being treated from the patient in the adjoining bed. 
When complete privacy is desired, the curtain is entirely closed, 
providing absolute privacy for each patient. 

The smooth, quiet operation of Hill-Rom A.E. Screening is easy 
on patients and nurses alike. The lifetime nylon slides glide silently 
along the sturdy, extruded track. No jerking, no coaxing, no 
twitching, no tugging. 

The curtains are made of permanently fiameproof cordette ma- 
terials in a choice of colors. The use of nylon mesh at the top 
lightens the curtain effect and permits a better circulation of air... . 
The new Hill-Rom Screening Catalog will be sent on request. 


HILL-ROM COMPANY INC. - BATESVILLE, INDIANA 


3 DIFFERENT TYPES 
OF INSTALLATION 
The new Hill-Rom A.E. Screening can be 
installed in three different ways: 
1. Surface mounted (ceiling type) 
2. Recessed-in-ceiting (flush mounted) 


3. Near-Ceiling Suspended (dropped 
from ceiling.) 

Any size or shape of room—in any type 

of building—old or new—can be com- 

pletely screened. 


PERSONALS 
(Continued from page 128) 


Cleveland Rodgers — has beep 
named Columbia University pre. 
ceptor for Oklahomans enrolled 
in the university's correspondence 
course in hospital administration, 


William W. Stead, M.D.—has been 
appointed director, Muirdale Sana. 
torium, Milwaukee. 


William A. Taylor — has been ap- 
pointed administrator, Va riety 
Children’s Hospital, Miami. 


B. A. Tommey — has been named 
acting administrator, Okmulgee 
City Hospital, Okmulgee, Okla., in 
place of J. M. Edwards who is on 
a leave of absence due to illness. 


Recent appointments at University 
Hospital and Clinics, J. Hillis Mil: 
ler Health Center, University of 
Florida, Gainsville, are Charles D. 


Trexler, assistant director; Charles | 


Loar, patient’s accounts manager; 
William Gaston, insurance and pro- 
gram manager; and Ray Shaw, 
C.P.A., assistant director, finance 
and accounting. 


VA Appointments 


John F. Kane, M.D. has been 
named director of professional serv- 
ices, VA Hospital, Portland, Ore. 


Hardy A. Kemp, M.D.—has been 
appointed manager, VA Hospital, 
Atlanta, Ga. 


Robert C. Parkin, M.D. — has been 
appointed chief of professional 
training services in medical edu 
cation for the Veterans Adminis 
tration, Washington, D.C. He was 
formerly assistant dean in charge 
of postgraduate medical education, 
University of Wisconsin School 
of Medicine, Madison. 


Sydney Selsenick, M.D. — has been 
appointed manager, VA Hospital, 
Boston. He was formerly cirectot 
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of prolessional services, VA Hos- 
pital, West Haven, Conn. 


Dr. Benjamin Wells, M.D. —has 
been appointed assistant chief med- 
ical director, research and educa- 
tion in medicine for the VA, Wash- 
ington, D. C. 


News Items 


Sister M. Grace Francis, S.F.P., as- 

sistant administrator, St. Clare’s 
Hospital, Schenectady, N. Y., has 
left her post to study at St. John’s 
University, Jamaica, Long Island, 
for a degree in business administra- 
tion. 
Sister M. Margaret Patricia, S.F.P., 
was awarded a_ scholarship for 
study at Regina Mundi, Rome, to 
earn a master’s degree in Sacred 
Science. 


New appointments at the School of 
Nursing, Boston University are 
Majorie C. Blanchard; Paroohy 
Jacobsen; Marita Tribou, instruc- 
tors in nursing; and Eleanor K. 
Gill, assistant professor in nursing. 


Joseph M. Stagl 
—has been 
named recipient 
of the Frederick 
C. Morgan In- 
dividual 
Achieve- 
ment Award by 
the American 
| \ Association of 

Hospital Ac 

countants. 

Mr. Stagl is assistant adminis- 
trator, Passavant Memorial Hos- 
pital, Chicago. He is a past presi- 
dent of the accountants’ association. 


Gerhard Hartman — superintend- 
ent, State University of Iowa Hos- 
pitals, Jowa City, has received an 
honorary fellowship from the Aus- 
tralian Institute of Hospital Ad- 
ministrators. 

Professor Hartman is presently 
serving as an advisor to hospital 
administrators and to the federal 
health ministry of Australia. 


Robert A. Kimbrough, Jr., M.D. — 
has been named medical director, 
American College of Obstetricians 
and Gynecologists, Chicago. He 
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was formerly director of the divi- 
sion of obstetrics and gynecology, 
Pennsylvania Hospital, Philadel- 
phia. 


E. B. MacNaughton — has retired 
as president of Northwest Hospital 
Service (Blue Cross), Portland, Ore. 
He was the first president of the 
organization when it was incorpor- 
ated in 1941, and has served con- 
tinuously in that capacity. 

He is succeeded by Edgar W. 


Smith, who has been a board mem- 
ber since 1951. 


Christopher J. Stringer, M.D.—re- 
cently quit his post as medical di- 


rector, Ingham Chest Hospital, 
Lansing, Mich., to enter private 
practice. He will remain on the 


staff as chief of thoracic surgery 
division. Arthur L. Stanley, M.D. 
wilt succeed him. 


(Continued on next page) 


URGEONS 


THE ALL- PURPOSE 


NEEDLE 


(U,S. Patent No. 2 869,550) 


there are no cutting sides. 


“diameter— 


CROSS 
SECTION 


“There is. inevitable enlargement of the wire 
beyond its original cross-sectional diameter. 


formation of the triangular point projects 


The Deknatel ‘K’ Needle point is a true scalpel, the sharpcst pene- 
trating instrument that can be made. The shaft of the needle easily 
follows this penetrating point. Cutting sides are not needed to facili- 
tate passage of the needle—the hole is therefore that of a taper point 
needle. In summation, the Deknatel ‘K’ Needle has all the advantages 
of koth conventional types and none of their disadvantages. 


The Deknatel ‘K’ Needle is neither cutting nor taper needle but an 
all-purpose combination of both. O.R. preparation is simplified. A 
single Deknatel ‘K’ Needle may be stocked instead of the two formerly 
required: conventional taper and cutting. With this standardization 
of one for two, there are savings in inventory and storage space. 


MAIL THIS COUPON FOR FREE SAMPLES AND, LITERATURE 


DEKNATEL, 96-67 222 Street, Queens Village 29, L. I 


| SEND FREE SAMPLES OF THE DEKNATEL ‘K’ NEEDLE 
(Please specify type and size desired, such as ‘Skin, 3-0 Silk’’) 


NAME 


HOSPITAL 
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New Officers 


Miss Ellen Anderson, M. T.— has 
been named president elect, Amer- 
ican Society of Medical Technol- 
ogists. 


Lloyd F. Brickman—has joined the 
staff of U.S. Public Health Service 
Indian Hospital, Lawton, Okla. 


Deborah Besson- 
ny—recently was 
named outstand- 
ing teen-age vol- 
unteer in the 
“candy stripers,” 
volunteer pro- 
gram at St. Fran- 
cis Hospital, 
Evanston. 


DISPOSABLE 
Latex Surgeons’ 


SAFE! 


Dependable 

Perry Disposable 
gloves eliminate laun- 
dering, sorting, test- 
ing, mating and 
wrapping. The easy- 
open Perry-Pack* 
with “Scotch” brand 
autoclave indicator 
tape is instantly 
ready for sterilization. 


DISPOSABLE LATEX 
SURGEONS’ GLOVES 


@ provide “bare hand” 


sensitivity and minimal 
operating fatigue. 


@ minimize possibility of 


cross infection. 


® conform with govern- 


ment specifications ZZ- 
G-421, Amendment 4. 


@ are available in white or 


brown, sizes 6 to 9, in- 
cluding half-sizes. 


@ are furnished with en- 


velope of Bio-Sorb" 
dusting powder for your 
convenience. 


Bio-Sorb is a registered trademark of Ethicon. Inc 


Se 
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Josephine Ann Cipolla, R.N.—has 
been appointed assistant executive 
secretary, occupational health 
nurses section, ANA. 


Frederick Hansen—has been elected 
president, Alabama chapter, Amer. 
ican Association of Hospital Ac 
countants, 


Ira Lane—has been named execu. 
tive director, ‘Tennessee Hospital 
Association. 


Mrs. Irene Burns Miller—has re. 
cently become program director, 
committee on careers, National 
League for Nursing, New York 
City. 


Deaths 


Albert G. Bower, M.D.—70, chiel 
physician, County Hospital, com- 
municable disease service, Pasa. 
dena, Calif., and medical author 
died Aug. 3. 


Sin Harold Gillies—world-renowned 
plastic surgeon, died September 12 
in London, 


Maj. Gen. Norman T. Kirk, M.D- 
72, orthopedic surgeon and retired 
Army Surgeon General, died Aug. 
13. 


Robert L. Moorhead, M.D. -—79, 
senior surgeon, Brooklyn Eye and 
Ear Hospital; consultant to Wy- 
ckoff Heights Hospital, Brooklyn; 
and chief of otolarynology, Brook- 
lyn Hospital, died Aug. 3. 


Harry C. Phibbs—advertising exec 
utive and pioneer in the promo 
tion of pharmaceuticals for doctors 
and dentists—died September 12. In 
1921 Mr. Phibbs founded the ad- 
vertising company which bears his 
name. He had also served as sales 
and advertising manager of Bur 
roughs Wellcome & Co., and was 
a writer and public speaker. 


Milton J.. Schoonmaker, M.D.—6l) 
pioneer in ultrashort and_ short 
wave therapy, died July 29. 


Miss Florence K. Wilson—7)), nurs 
ing educator and dean, Duke Un 
versity School of Nursing, Durham, 
N. C., died recently. 
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Ritter-Castle Forms 

New Company 

F. Ritter Shumway, president, Rit- 
ter Company, Inc., and chairman, 
Wilmot Castle Co., Rochester, 
N. Y., has announced formation of 
a new manufacturing company in 
West Drayton, Middlesex, England. 

Called Drayton-Castle, Ltd., the 
firm is jointly owned by Drayton 
Regulator and Instrument Co., 
Ltd., of West Drayton, which has 
51 percent interest, and Wilmot 
Castle Company, a Ritter subsi- 
diary, which has 49 percent inter- 
est. 

The new company will manu- 
facture Castle’s line of hospital and 
medical lighting and _ sterilizing 
equipment produced in the U. S. 
The new company has also been 
granted rights under license to 
distribute its products in Great Bri- 
tain and all British Commonwealth 
nations in the eastern hemisphere. 


News Items from 
Mead Johnson & Co. 
Mead Johnson & Co. — has recently 
acquired Charles McDonald Pty., 
Ltd., Sydney, Australia. The new 
subsidiary, which will be known as 
Charles McDonald-Mead Johnson 
Pty., Ltd, is the company’s fourth 
foreign acquisition within the past 
eight months. 

John W. Durkin, Jr., has joined 
Mead Johnson as associate director 
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of clinical research. He will assist 
in administering the clinical re- 
search program which tests new 
products. 

Recent promotions at Mead 
Johnson include William T. Shea, 
as group director, formula prod- 
ucts division; and Herbert E. Ash- 
by as sales service manager. 


Landers, Frary & Clark 
Appoint 11 Reps 

U. Sykes Mozneck has been ap- 
pointed director of advertising and 
product promotion of Landers, 
Frary & Clark. 

The Stanley division of Landers, 
Frary & Clark recently announced 
the appointment of 11 manufac- 
turer’s representatives. They are: 
Elton Smith. Kansas City, Mo.; 


Checking cases of 18,500 pairs of surgical gloves donated by 
Pioneer Rubber Co. to S. S. Hope, American hospital ship sail- 
ing to southeast Asia on a mercy mission are (I. to r.) company 
officials John R. Jones, general sales manager; J. H. Gibson, 
president; and Marjorie Beamer, surgical sales. 


TRADE 
Terres... 


Hansen-MacMahon, Los Angeles; 
William Scrimgeour, Wheaton, 
Md.; Raymond S. Glass, Miami; 
James M. Kerbel, Malden, Mass.; 
George F. Higgins Co., Detroit; 
Simpson & Co., Memphis; A. Jo- 
seph Sullivan Co., Dallas; Cox & 
Hadley, Seattle; George Ritten, 
Wayzata, Minn.; and Al. W. Kaul- 
mann Associates, New York City. 


20 Receive 1960 Wyeth 
Fellowship Grants 
1960 Wyeth Fellowships of $4,800 
were awarded to Doctors Jack W. 
Chandler, Jr., Sumter, S. C.; Milton 
C. Chapman, Shreveport, La.; 
George D. Comerci, Newark; Gil- 
bert A. Friday, Pittsburgh; Eron 
(Continued on next page) 


Henry P. Becton, (r.) execu- 
tive vice-president, Becton, 
Dickinson and Co., and 
Amadeu Ferreiras (I.) di- 
rector, overseas division, 
give samples of 125,000 Hy- 
pak syringes and needles 
donated to Chile for relief 
of earthquake and _ tidal 
wave victims to Victor 
Rioseco, Chilean consul, New 
York City. 
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B. Ingle, Jr., Montgomery; A. My- 
ron Johnson, Wilmore, Ky.; Clark 
McSparren, Jr., Lancaster, Pa.; 
Donald M. Muirhead, Jr., Brook- 
line, Mass.; James W. Reinerton, 
Roland, Ia.; Marion D. Richmond, 
St. Paul, Va. 

Others were William P. Robert, 
Jr., Beaumont, Tex.; M. Moreno 
Robins, Bountiful, U.; Glen C. 
Rosenquist, Lincoln, Neb.; Mur- 
ray K. Rosenthal, Burlington, Vt.; 


Carl F. Schultheis, Jr., Havertown, 
Pa.; Clifford R. Scott, Minneapolis; 
Russell F. Shaw, Columbus, O.; 
Stanton E. Schuler, Shreveport, La.; 
James E. Wenzl, Greenleaf, Kan.; 
and Kenneth M. Wiggins, Irving, 
Tex. 


Schering Corp Opens 
Healthland Exhibit 


Schering Corp. recently opened an 


spare 


your patients 


the added 


distress of 


OINTMENT 


UNSURPASSED PROTECTIVE 
AND HEALING AGENT 
Soothing, lubricant, anti-irritant 
 Desitin Ointment works hand 
in hand with good medical and 
nursing care to keep the skin 
soft, supple, more resistant 
to bed sores. One application 
protects the skin for hours. 


for SAMPLES of Desitin Ointment— write 
DESITIN CHEMICAL COMPANY - 812 Branch Avenue, Providence 4, R.!. 
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exhibition in “Freedomland.” ap 
amusement park in New York City 
which recreates scenes in American 
history for display. 

Schering’s display, “Health|and,” 
shows the contrast between medical 
technics and equipment of 50 years 
ago and those of today. 

The exhibition consists of « mid- 
19th century apothecary shop, a 
display of the company’s pharma- 
ceutical research and_ production 
facilities, and a display showing 
career opportunities and require. 
ments in health fields. 


New Appointments at 
Baxter Laboratories 
William T. 
Murphy — has 
been promoted 
to field sales 
manager, Flint. 
Eaton Division, 
Baxter Labora- 
tories, Inc. Nor- 
man W. Achen 
has been ap 
pointed assistant 
to the president, 
Hyland Laboratories, a subsidiary 
of Baxter Laboratories, Inc. 


W. T. Murphy 


NEWS BRIEFS 


John W. Beal, Jr.—has been ap- 
pointed executive vice-president, 
Dome Chemicals, Inc., New York 
City. Mr. Beal has been assistant 
general manager of the surgical 
products division, American Cy: 
animid Co., for the past four years. 

* * * 

D. John Lauer, M.D.—has been ap: 
pointed medical director, Interne 
tional Telephone and Telegraph 
Corporation. He will plan and co- 
ordinate the health activities o 
the worldwide ITT System, im 
cluding a program of health mail 
tenance and education. He also 
will recommend to management 
methods of dealing with industrial 
medical problems. 

* * * 
Colgate-Palmolive Company's Oral 
Health Research Laboratories pre 
sented a $13,000 research grant 10 
the school of chemistry, Rutgers 
University. 

(Continued on page 138) 
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INFLATABLE —-CONDUCTIVE 


Provides better exposure in gall bladder Reduces incidence of postoperative back- | 
surgery. ache while patient is in supine or lithotomy 


pre Affords better positioning during surgery 


it t0 of head and neck. 


Relieves pressure on axillary nerves and : 
vessels while patient is in lateral position. PROVIDENCE 2. ®.1. & 
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TRADE TOPICS proved the plan which will be 
(Continued from page 136) completed upon approval of Ship- 
man_ stockholders. 


Fred J. Stock — was appointed vice- 
president, E. R. Squibb & Sons 
Division, Olin Mathieson Chemical 
Corp. 


* * * 


Axinn-Levine Associates — have be- 
gun work at Engineers Hill, Plain- 
* 8 ¢ view, Long Island, on a new plant 


of is for Ultrasonic Industries, Inc. 
negotiating for the acquisition of a 

the Shipman Surgical Co., Seattle. | New appointments at Endo Labo- 
Directors of Will Ross have ap- ratories include David L. Klein, 


_ MAKE THIS FINGER-PUNCTURE STRENGTH TEST 
Prove it to yourself—draw your finger nail atross the Nylon 
Film... then try to force fingertip through. See how ob- 
jects are safely protected from puncture contamination. - 


® 
NYLON 
AUTOCLAVABLE FILM 
DURABLE * REUSABLE * TRANSPARENT 


It is steam permeable yet impermeable to bacteria, keep- 
ing contents sterile till needed. Highly effective, it resists 
tearing or puncture and is reusable for repeated auto- 
claving, an importart economy feature. Use normal ster- 
ilization techniques up to 287°F. Transparency of Nylon 
Film permits immediate identification of contents. Avail- 
able in 13 widths from 1” to 25” and in 2 thicknesses. May 
be cut to desired length for instruments or packaging 
of linens and dressings. Sealed, sterilized contents may 
be stored in original package until required. 


write for descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION. 
123 E. Montecito - Sierra Madre, Calif. 


138 For further information see postcard opposite page 142. 


vice-president and treasurer; Meyer 
Ushkow, vice-president and secre. 
tary; Maurice A. Deane, vice-presi- 
dent; and Jerome Serchuck and 
Howard J. Barnet, assistant vice. 
presidents. 

* * * 


Augustus Gibson, M. D. — has been 
appointed director of clinical re. 
search, Sterling Drug, Inc., and 
a member of the company’s re 
search board of governors. 

* * * 


Syntex Corp.—has announced for- 
mation of Syntex Laboratories, Inc, 
to manufacture and market new 
steroid specialty products in the 
United States. 
* 


* 


* 


Gordon Patterson — has been elect: 
ed president and director of Yale 
& Towne Manufacturing Co. 


R. Capatch 


Richard Capatch — was recently ap- 
pointed manager, eastern sales divi- 
sion, C. R. Bard, Inc., and Henry 
Enns was named manager of the 
Canadian division. 

* * * 


Ken E. Brock — has been elected 
vice-president and a member of 
the board of directors, Koneta 
Rubber Co. 


* * * 


American Seating Co.— has oF 
ganized a new division to bring 
hospital patient room facilities up 
to-date with latest medical prac 
tices. 


* 


Lon E. Welch and George E. Park 
—have recently been assigned to 
the field service staff of Oakite 
Products, Inc. 

* * * 


* * 


Henry H. Ogden — has been named 
president, R. S. Kerr & Co., Inc, 


(Continued on page 110) 
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‘OPCs 


to make the most of your talents and techniques... 


Shambaugh-Derlacki Operating Microscope 


Literally enlarging the field of aural surgery, this instrument is a most 
important success factor in surgical techniques. Now available with enclosed 
base; locked, non-sparking connections; explosion-proof footswitch. Write 
for special catalog on Stapes Mobilization, Tympanoplasty, Myringoplasty. 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 
330 S. HoNoRE STREET, CHICAGO 12, ILLINOIS « DALLAS « HOUSTON e LoS ANGELES « ROCHESTER, MINN. 
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TRADE TOPICS 
(Continued from page 138) 


Atlanta representatives of Yale Ma- 
terials Handling Division, Yale & 
Towne Manufacturing Co. 
* * * 

Niles Barry—has been elected vice- 
president, general manager, and a 
member of the board of directors 
of MEDIA, Inc. 


BANDS. 
Ident-A-Band 


Registered trade-mark of 


JoLList 
OLLisTe to 
833 N. ORLEANS ST., CHICAGO 10. ILLINOIS 


NURSE ANESTHETIST: 30-bed general hospital 
65 miles north of Mobile, Ala., on highway 43. 
Starting salary $7,200 plus commission for 
weekend work. Liberal personnel policies. Apply 
to Mr. John C. Neal, administrator, Jackson 
Hospital, Jackson, Ala., or telephone Chestnut 
6-2407 collect. 


MEDICAL SCIENCE 
PERSONNEL BUREAU 
1500 West Third Ave., Columbus 12, O. 
Selected positions for nurses, anesthetists, di- 
eticians, scientists, physical and occupational 
therapists, pharmacists, and medical record 
librarians. 
NO REGISTRATION FEES 
Nationwide Placement 


140 
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William C. Wallick—formerly field 
sales manager for Don Baxter, Inc., 
has been promoted to sales man- 
ager. C, Ray Peppler replaces Mr. 
Wallick as field sales manager. He 
was promoted from sales-training 
manager. Dave Geddes, formerly 
Baxter territory manager in the 
Oakland, Calif. area, has been 
named product manager with head- 
quarters in Glendale. 

* * * 
Gordon R. Trenholme — has been 
named manager of systems and 
procedures, Appleton Electric Co. 

* * * 
Edward F. Keating—has been named 
manager of trade relations for 
Merck Sharp & Dohme, division of 
Merck & Co., Inc. Mr. Keating was 
chairman of the industrial rela- 
tions committee of the American 
College of Apothecaries in 1957, 
and president of the organization 
for the 1959-60 term. 

* * * 
John A. Hartford Foundation, Inc., 
has made a $395,028 research grant 
to Stanford Medical center of dis- 
vases of hereditary and develop- 
mental origin. 

* * * 
American Hospital Supply Corp., 
Evanston, Ill.—recently merged 
with Canadian Laboratory Sup- 


plies, Ltd., Toronto, Canada. 
* ~ 


Edward R. Mass—has been ap- 
pointed controller and office man- 
ager, Industrial Chemicals Divi- 
sion, Stephan Chemical Co. Wil- 
liam S. Rhoades is new sales man- 
ager. 

* * * 
The new regional office of scien- 
tific and process instruments divi- 
sion, Beckman Instruments, Inc., is 
7360 N. Lincoln ave., Lincolnwood, 
Ill. The 10,500 square-foot building 
will house sales and service offices, 
repair shop, and an applications 
laboratory and will also be the mid- 
western field office of the systems 
and spinco divisions. 

Paul E. Paules has been appoint- 

ed western regional manager. 

* * * 
G. D. Searle and Co.— has formed 
a new company in Denmark, G. D. 
Searle A/S, with headquarters in 
Copenhagen. The new firm is 


For further information see postcard opposite page 142. 


John Douglas, project engineer, Shampaine 
Co. Division, Shampaine Industries, Inc., dix 
plays seat casting assembly he designed for 
operating tables which won the 1960 Gray Iron 
Founders Contest. Mr. Douglas received the 
$500 first prize. 


headed by Povl M. Assens, who is 
also director of marketing in Ew 
rope. 

* 
Gordon S. Bodek, executive vice 
president, Bobrick Dispensers, Inc, 
has been elected district director of 
National Sanitary Supply Associa 
tion. 

* * * 
Anthony Marrish — has recently 
been named vice-president and get 
eral manager, medical gas division, 
Thomas A. Edison Industries. He 
replaces Clyde B. Gardenier wh0 
retired. 

* * * 
Charles T. Silloway — has been 
elected president of Cook-Barnes 
Laboratories, subsidiary of 
way Corp. 

* * 
Aloe Scientific, division of Bruns 
wick Corp., has recently moved its 
general offices to a new location at 
1851 Olive St., St. Louis. 

* * * 

Dr. Frank H. Netter—medica! artish 
has recently signed a ten-year com 
tract with CIBA Pharmaceutical 
Products, Inc., to paint 20,000 color 
illustrations a significant parts of 
the body and diseases that affect 
them. 
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AND CONFIDENCE IN LABELING 


GLoves /% 


EFORE AUTOCLAVING| 


OLEY CATHETER 


TS! (TIME STERILE INDICATOR) 
ARTICULATES THE ACT 
OF STERILIZING 


IT IS A SCIENTIFIC CHEMICAL REAGENT APPLIED TO A 
SELF-STICKING TAPE. THE WORD “STERILE” APPEARS 


STERILE 
HYPODERMIC 


3 IN BLACK ON THE TIME AUTOCLAVE LABEL ONLY AFTER 
3 IT HAS BEEN SUBJECTED TO AUTOCLAVE TEMPERATURES 
= OF 250° F. FOR AT LEAST 15 MINUTES. NOT A NOVELTY 
. GIVES PROPER LABELING OF ARTICLE. 


SEALS AND IDENTIFIES 
SHOWS SIZE AND NUMBER 
GIVES PROOF OF STERILIZATION 


ELIMINATES PENCIL MARK MISTAKES 


500 NOMENCLATURES AVAILABLE 
PROFESSIONAL baer COMPANY, INC. © 355 BURLINGTON AVENUE © RIVERSIDE, ILLINOIS 
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BUY E R S G 1 ; D E Information Service 


BUYER'S GUIDE C-357. Needle suture program FILMS, NEW LITERATURE 


| C-358. Steam sterilizer 
300. Aerosol reagents 


C-359. Nurses’ call system 380. Emergency equipment 
301. Stall shower uni 

Markers C360. Gleevie bed 381. Traineeship program 

303. Cup 382. Plastic tubing 


C-362. Plastic tubing 


C-363. Ultrasonic cleaner 


304. Hospital lights 


305.  Potentiometer C-364. Multivitamin beverage 


hi 
308. Wall-cleaning machine C365. 


7, Astro-lite C-366. Chemical disinfectant 
C-367. Glove tester 
309. ‘Filter USE THIS CARD 

C-368. Bedside cabinet lamp 
310. Hardware C-369. Disposable OB., O.R. packs Just circle the number on 
311. Scope dolly , C-370. Disposable syringes, needles the postpaid reply card for 
and cont C-371. High vacuum sterilizer information you would like. 
313. Stak-o-glass tray C-372. Mending adhesive 
314, Hot “ ott Sen C-373. Spray surgical film Inquiries will be accepted for three months 
C-374. Odor counteractant following date of issve. 
316. Transportation tractor 
318. Vinyl sink mats 
319. Steel office chair 
320. Pagesaver system 
321. Eating utensils by 
322. Isotope container Addressee 


323. Suction machine 


324. =Pneumatic sprayer 
325. Butter chip 
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SAFE FOR TODAY’S MEDICATIONS...AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL—Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE—Exclusive tip design reduces medication loss. 


T 
[E > BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY a B-D oi 


B-D HYPAK, AND DISCARDIT ARE“TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 79060 
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* 
it’s simple and safe 
“..in addition to being a disposable unit...[Incert] introduces a change in the 


traditional technique of adding a medication to intravenous solutions.’’* 


Eliminates ‘the use of the traditional, and potentially hazardous, syringe-needle 
method...”* in parenteral therapy. 


™ No Ampules ™ No Syringes ™No Needles ™ No Autoclaving ™ No Rinsing- 
Sterile Technique Is Unbroken. 


Note these findings: 

“The Incert System of disposable vials reduces . . . air-borne contamination ... to a minimum .. .”* 
“... the disposable vial system minimizes the potential transmission of infectious hepatitis.””* 

ee “There is greater accuracy in delivering a pre-measured quantity of medication.” * 


*Bogash, R. DeLa Chapelle, Sowinski, R.. and Downes, D.: Disposable ‘Type Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 
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Pharmaceutical Products Division of 


BAXTER LABORATOR! s, MORTON GROVE, ILLINOIS 
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